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THE RECOGNITION, 
TION AND MANAGEMENT OF THE 
COMMONER CARDIAC CRISES 
By 


W. R. MEAD, M. D., FLORENCE, S. C. 


It is the purpose of this paper to present the 
general features of cardiac emergencies com- 
monly encountered by the practicing physician, 
appending to each type a rational but unfor- 
unately not infallible program of management 
to cover the crisis. A detailed discussion of 
etiological factors and pathological changes is 
purposely omitted. Three general classes of 
cardiac crises will be considered. 

1. Those associated with the congestive type 
of heart disease. 

2. Those associated with the non-congestive 
type of heart disease. 

3. Those arising during the course of medical 
or surgical illness when the heart is only second- 
arily involved. 

Heart failure of the congestive type is always 
accompanied by venous 


engorgement with 


circulatory resultant tissue 


Heart failure of the non-congestive 


stagnation and 
changes. 
type is due to acute impairment of the heart as 
a whole which results in a totally inadequate 
output of blood. With respect to the cardiac 
crises occurring in the course of medical and 
surgical illness, it must be admitted that these 
are chiefly circulatory failures and not cardiac 
failures, a point which will be emphasized later. 

Cardiac crises occurring during the course of 
the congestive type of heart disease are oc- 
casioned by the inability of the heart to main- 
tain a passably efficient circulation in the face 
of some unusual demand. Such factors as an 
abnormally heavy meal, an emotional disturb- 
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DIFFERENTIA- ance, an unaccustomed physical exertion, or the 


sudden development of a new cardiac rhythm 
such as auricular fibrillation may turn the scales 
against a heart which was performing with 
fair efficiency. Given such a_ precipitating 
cause and a heart with a narrow margin of 
safety, the development of serious symptoms 
may be the matter of only a few moments. The 
chief characteristic of congestive failure is en- 
gorgement of the venous system, either in the 
pulmonary circuit—“left ventricular failure”. 

or in the larger systemic circuit—‘“right ven- 
tricular failure.” While failure in both circuits 
occurs simultaneously, it tends to predominate 
in one or the other, and it is venous congestion 
in the pulmonary circuit which produces most 
of the dramatic symptoms of such a crisis 

dyspnoea, orthopnoea, 


cyanosis, pulmonary 


rales, pulmonary edema, and hydrothorax. 


and 
Our first thought should be 
concerned with the administration of digitalis. 


There are only two reasons for avoiding di- 


Such a situation calls for immediate 


positive measures. 


gitalis in such circumstances; first, don’t give 
it if the patient has been taking a maintenance 
dose of the drug daily over a long period of 
time; second, digitalis will not be particularly 
helpful if the patient is suffering from pul- 
monary edema developing in the course of a 
hypertensive crisis. In administering digitalis, 
give it intravenously, at least the first dose- 
the delay of a few hours in obtaining the 
therapeutic effect of the drug may mean a 
fatal outcome. I have never been impressed 
with the efficacy of the intramuscular route of 
administration, and this is particularly true in 
cases of congestive failure where venous en- 
gorgement militates against rapid absorption 
from The oral administratiion of 
digitalis has no place in the management of 
a crisis of such gravity. 


tissues. 


For purposes of 
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intravenous administration I have long used 
Digifolin, employing 8 or 10 cc. for the initial 
dose and repeating half that amount four or 
six hours later if necessary. Ordinarily, after 
the first dose, the effects are noticeable within 
a very few minutes and reach maximum in two 
hours. From that point it is usually advisable 
to complete the process of digitalization by the 
oral route. 

Morphin must be regarded as the peer of 
digitalis in the management of a congestive 
crisis. It should be given when the patient is 
first seen and should be repeated enough times 
to insure a sound sleep the first night. In cases 
of pulmonary edema complicating hypertensive 
crises, morphin single handed will frequently 
restore the patient to a condition of comfort. 

In addition to the use of digitalis intra- 
venously and morphin, another measure of real 
value, especially where pulmonary edema has 
developed acutely, is venesection. This pro- 
cedure directly reduces venous congestion. The 
amount of blood to be removed is a matter of 
individual judgment—usually less that 500 cc. 
is of little avail. A rough measure of the 
success of the procedure is the lessening of the 
engorgement of the jugular veins. 

In a few instances it will be necessary to 
remove fluid from the pleural cavity. Under 
ordinary circumstances, this procedure is com- 
paratively free from hazard; but with an 
acutely embarrassed pulmonary circulation, it 
should be undertaken only when other methods 
have failed, and in no event should more than 
a liter of fluid be withdrawn. The risk involved 
in sudden changes of intrapleural pressure often 
outweighs the theoretical advantage of increased 
lung capacity. 

One final and at present outmoded method of 
combating pulmonary engorgement is by cup- 
ping the chest wall. The technique is simple, 
the apparatus always at hand, and the results 
sometimes gratifying. Perhaps its beneficial 
results are largely psychological, for it does 
give the manipulator a much more active role 
than simply standing by, feeling the pulse and 
waiting for other procedures to manifest their 
anticipated improvements. And it gives him 
an opportunity to impart those words of re- 
assurance which are so vitally necessary to dis- 
pel the fear and anxiety of the patient who is 


struggling grimly to catch a satisfying breath. 

Cardiac crises associated with pain include 
two well recognized but frequently confused 
conditions—angina pectoris and coronary 
thrombosis. Levine has well summarized the 
present day opinion of the connection between 
these two syndromes by saying that coronary 
thrombosis is related to angina pectoris in much 
the same way as an occlusion of a vessel of the 
leg with gangrene is related to intermittent 
claudication. The prolonged impairment of 
blood supply produced by a thrombotic plug- 
ging of a coronary vessel results in permanent 
damage to portions of the heart muscle, while 
the anginal attacks may be regarded as transi- 
tory affairs leaving the heart in practically the 
same condition as before the attack. 

There are no hard and fast rules by which 
cardiac pain may be identified, but fortunately 
the day is past when intercostal neuritis and 
fibrinous pleurisy are blamed for the majority 
of heart pains. Probably the most reliable in- 
dication of the origin of chest pain is its effect 
on the patient. Breast beating, extreme rest- 
lessness, screaming and moaning have little 
place in the picture of true cardiac pain. 
Grotesque postures may be assumed when the 
pain is bad, but as a rule the suffering is so 
intense and the implication of the pain so 
ominous that the patient tends to move very 
little and will not waste his breath in talking 
or audible complaining. As a rule he sets 
about enduring his pain in a very business-like 
fashion with a minimum of outward show. 

The exact location of the original pain and 
the areas to which it radiates have been given 
undue importance. Anyone who has seen a 
large number of persons suffering from cardiac 
pain must be impressed with the diversity of 
descriptions he had obtained from them as to 
the point where the pain started, what the 
discomfort resembles (a boring pain, a vise- 
like constriction, a sense of suffocation, a stab- 
bing knife-like pain), and where the pain 
shifted to. These points, I repeat, are of much 
less importance than noting the psychic effect of 
the pain on the patient. That the pain should 
radiate down the right arm rather than down 
the left is of no particular significance. 

The important thing to remember about heart 
pain is that it arises from impaired blood supply 
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to the cardiac musculature. If that impair- 
ment is slight or transitory, we get the ordinary 
picture of angina pectoris with the inciting 
factor of physical or mental strain, temporary 
elevation of blood pressure, relief by physical 
rest or from improvement of cardiac circula- 
tion by vaso-dilators. If the impairment is 
more complete and permanent, we get the 
classical picture of coronary thrombosis with 
almost unrelievable pain coming on usually 
without antecedent exertion and accompanied by 
evidences of circulatory collapse and later by 
evidences of infarction of heart muscle in the 
form of fever, pericarditis, and leukocytosis. 

The differentiation between angina pectoris 
and coronary occlusion depends more on the 
history than on any other factor. The circum- 
stances under which the pain developed, the 
duration of the seizure, and the ease with which 
it was relieved are much more revealing than 
anything we can learn by physicial examination 
In the latter connec- 
tion it should be emphasized that a comparative- 


or electrocardiography. 


ly few cases of angina pectoris show significant 
abnormalities in the electrocardiogram and a 
great many cases of coronary occlusion show 
no changes there either. In other words, a 
perfectly normal electrocardiogram is not in- 
compatible with either diagnosis. Too often, I 
am afraid, we are lulled into a false sense of 
security when our anginal suspects turn up 
with a normal electrocardiogram. I do not 
imply that an electrocardiogram is not helpful, 
but I do feel that it is unwise to sacrifice a 
patient’s safety by subjecting him to a long 
trip to obtain this examination when a positive 
report will only serve to corroborate a suspicion 
that already exists and a negative report will in 
no way dissipate that suspicion. 

Despite the similarity of the underlying 
pathological processes, the care of the anginal 
patient differs considerably from the care of 
the patient with coronary occlusion. This dif- 
ference resolves itself down to the fact that in 
the former, coronary circulation is still intact 
although imperfect, and in the latter, a part 
of the coronary circulation is irretrievably 
lost and consequently measures directed toward 
improving the coronary flow will inevitably 
fail. 


In the relief of angina pectoris, nitroglycerine 
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ranks high. Amyl nitrite has no advantages 
over nitroglycerine, is much more expensive 
and much more distasteful to the patient who 
prefers, as most of them do, to hide his dis- 
ability from his associates. Nitroglycerine may 
be taken indefinitely and in large amounts 
without fear of toxic effects other than the 
temporary flushing or pounding in the head. I 
find it wise to instruct all my anginal patients 
to carry a bottle of nitroglycerine tablets with 
them at all times. A small drink of whiskey 
is often as helpful as anything else, and as a 
last resort, morphin may be used. So much 
for the treatment of the acute seizure, with 
which this paper is chiefly concerned. To 
discuss the prophylaxis of anginal seizures is 
a long chapter in itself, covering the importance 
of rest, both physical and mental, the use of 
nerve sedatives, the restriction of diet aiming 
toward reduction in weight, and attempts to 
improve coronary drugs as 
aminophyllin, theobromin, theocalcin, etc., and 


flow by such 
finally the various surgical procedures as cervi- 
cal ganglionectomy and total ablation of the 
thyroid. 

The management of the crisis brought about 
by an occlusion of a branch of the coronary 
arteries four 
points—(1) the relief of pain; (2) combating 
circulatory collapse; (3) preventing cardiac 


must take into consideration 


rupture; (4) overcoming sudden and serious 
disturbances of cardiac rhythm. 

The relief of pain will almost invariably re- 
Time and 
strength will be conserved if 1/200 grain of 
hyoscin is added to the first or second hypo- 


quire a large dose of morphin. 


dermic of 4 grain of morphin. Recently the 
use of the oxygen tent has been found valuable 
during the early painful stages of the seizure. 
Circulatory collapse, more or less marked, is 
almost an invariable part of the picture of 
acute coronary occlusion. Weiss has recently 
pointed out that death during these attacks is 
probably due to syncope from which the pa- 
tient does not rally. At any rate, it seems 
wise to combat this tendency by putting the pa- 
tient in a modified “shock position” if he is 
comfortable in that slightly inverted station. For 
similar reasons it is wise to give some circula- 
tory stimulant such as coramine, one ampoule 
every four hours, or adrenalin in 1 cc. doses 
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if the patient is pulseless. Absolute physical 
rest is imperative in the early stages of a 
seizure to prevent circulatory collapse, and 
later on as infarction progresses through the 
stage of liquefaction, that same absolute rest 
must be continued in order to prevent possible 
rupture of the heart wall at this weakened 
point. It has been my observation that these 
patients who survive the initial attack are very 
apt to have a sudden fatal collapse on the 13th 
or 14th day following. Consequently, I do 
not feel that it is safe to let them out of bed 
for twenty-one days after their original attack, 
and I do not permit them to walk for six weeks. 
At any time after the occlusion of a coronary 
vessel, a sudden serious disturbance of heart 
rhythm is apt to develop. If a sudden and 
severe slowing of the rate occurs, adrenalin is 
indicated and should be repeated every hour or 
two. If there is a sudden sharp rise in the rate 
to 180 or above, quinidine should be given. 
And, finally, if there is a sudden appearance of 
auricular fibrillation, digitalis should be given 
intravenously. 


Amyl nitrite or nitroglycerine will not re- 
lieve the pain of coronary occlusion, and its 
use should not be persisted in if one, or, at 
most, two trials have shown it to be ineffective. 
It tends to accentuate the circulatory collapse 
that is responsible for most of the serious mani- 
festations of these attacks. 


Mention was made at the beginning of this 
paper that the majority of crises arising in the 
cardio-vascular system in the course of medical 
or surgical illnesses are not primarily cardiac. 
There is one stock phrase in every doctor's 
vocabulary which he uses when he attempts to 
describe some grave complication of this sort. 
The phrase is—‘“The heart went to pieces.” 
With these words he attempts to describe a 
sudden grave clinical change in his patient 
whose circulation has been fairly adequate but 
who unexpectedly develops a sharp elevation 
in the heart rate, a rapid drop in the blood pres- 
sure, and evidences of apprehension and rest- 
lessness; the pulse becomes ‘“‘thready,” then 
imperceptible, the face pale or ashen, the 
features pinched, the skin covered with cold 
perspiration, and cyanosis and coldness of the 
extremities appears, advancing gradually toward 


the trunk. This condition is not primarily a 
cardiac crisis—it is circulatory collapse char- 
acterized by withdrawal of enormous amounts 
of blood from active circulation to fill dilated 
capillaries and venules which have completely 
lost their normal tone as the result of prolonged 
or overwhelming infection or as the result of 
severe trauma. Naturally, in such a crisis, little 
is gained by treating the condition as one of 
heart failure. These individuals require salt 
solution intravenously, blood, oxygen, heat, and 
stimulants to the vasomotor centers, such as 
strychnine, caffeine, coramine, and similar prep- 
arations. Here again digitalis has no place. 
To depend on this drug in the face of circula- 
tory collapse complicating serious illness is to 
court disaster. The greater the delay before 
instituting effective measures, the greater be- 
comes the chance of establishing irreversible 
and, hence, fatal changes in the tissues of the 
body. 

The possibility of the development of a 
cardiac crisis in the event of surgery on a pa- 
tient suffering from pre-existing heart disease 
is a consideration which bothers all of us at one 
time or another. However, patients with heart 
disease of nearly all types (rheumatic, hyper- 
tensive, thyrotoxic) go through anesthesia and 
surgical operations exceedingly well. I have 
had to advise operation on many individuals 
with auricular fibrillation, with severe hyper- 
tensive heart disease, and even on one with 
complete heart block but with no bad results 
which could be attributed to aggravation of the 
heart trouble by the anesthetic or operation. In 
fact the tumultuous thyrotoxic heart is almost 
always benefitted; and even if auricular fibril- 
lation develops as the result of manipulation 
of the thyroid gland, quinidine quickly restores 
the normal rhythm in the great majority. On 
the other hand, marked congestive failure, 
coronary thrombosis, severe angina pectoris, 
and syphilitic aortitis must be regarded as very 
real hazards, and operation on patients suffer- 
ing from these conditions must be limited to 
actual life saving measures. Several unhappy 
experiences have convinced me that operation 
on a hypertensive patient is in itself less danger- 
ous that the postoperative use of narcotics for 
the relief of pain, since these frequently result 
in such a drop in blood pressure that secondary 
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circulatory catastrophes occur in the form of 
cerebral thromboses. 

The cardiac and circulatory crises in the fore- 
going paragraphs constitute some of the few 
true medical emergencies. Some are easily 
recognized, but those of the non- congestive 
type, the most fatal groups, often present little 
but what can be learned from the history. All of 
them must be met, like any emergency, with posi- 
tive measures and a minimum of lost motion. 
Don’t expect atropin to “dry up” the rales of 
pulmonary congestion when the indications are 
for a massive dose of digitalis by vein ; don’t ex- 
pect hypodermic stimulants alone to overcome 
the effects of circulatory collapse; don’t make 
light of any chest pain until its origin is proven 
to be extra-cardiac ; don’t be misled by a negative 
electrocardiogram; most of all, don’t feel, as 
we rightly do in many medical diseases, that 
masterly inactivity gives the patient his greatest 
chance of recovery. 


DISCUSSION 
Dr. F. Eugene Zemp, Columbia: 


Dr. Mead has given us an excellent and most 
practical paper on the most serious and commoner 
types of organic heart disease. I think it is well to 
bear in mind that when one sees a patient for the 
first time who has a heart attack or heart disease, 
he should approach him with an open mind. The 
diagnosis of heart disease should be established. This 
may be very easy and self evident at times, but quite 
frequently it is difficult, for the cardinal 
symptoms of heart disease are often caused by other 
conditions. 


rather 


A careful examination of the heart, pulse, 
and blood pressure is essential, and the examination 
should be complete enough to rule out other con- 
ditions that give the heart disease. 
For instance, palpitation or a rapid heart is often 


symptoms of 


caused by neuroses or unstable sympatheic nervous 
system, gas on the stomach, anaemia, hyperthyroidism, 
toxemia from bad teeth or tonsiis, coffee, tea, coca- 
cola, tobacco, 


alcohol, and is often found in 


visceroptosis, undernutrition, and fatigue. Dyspnea 


etc., 


may be of the nervous sighing type or due to gas, 


obesity, severe anaemia, asthma, emphysema or 


some acute chest or abdominal condition. Pain may 
be due to a myositis, intercostal neuritis, shingles, 
pleurisy, pneumonia, spontaneous pneumothrax, 
mediastinitis, cholecystitis, cholelithiasis, 
or referred to the heart 
tonsils. 


aneurysm, 
diseased teeth and 
Edema may be angioneurotic, allergic, nu- 


from 


tritional, myxedematous or nephritic in type, or caused 
by varicose veins, cellulitis, fallen arches, or injury. 

Many people who complain of their heart acting 
most peculiarly and who think they have some ter- 
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rible heart disease have only functional disturbance. 
In this group we have sinus arrythmia, palpitation, 
tachycardia, simple and paroxysmal, extra-systole, 
pseudo-angina or effort syndrome. These patients 
become frightened, introspective, heart conscious, and 
often fix in their mind heart disease. The physician 
should explain thoroughly these condiitions to them 
and assure them that the heart itself is sound. 

When organic disease is found and the type de- 
termined, then it can be treated in the proper manner 
as so well brought out in Dr. Mead’s paper. 

Dr. L. T. Gager, Cardiologist, U. S. Veterans’ Ad- 
ministration Hospital, Columbia: 

Dr. Mead is to be congratulated upon bringing 
before you this important subject. When internists 
get together, they always, of course, find something 
to argue about; but, in the main, one must agree 
with Dr. failure into 
the congestive type, on the one hand, and the 
ginal type, on the other. 


Mead’s classification of heart 
an- 
Some of us might add a 
third—the type of ieft ventricular failure character- 
ized by so-called cardiac asthma or paroxysmal 
But, congestive failure, on the one hand, 
anginal failure, on the the 


crisis has 


dyspnea. 


and other, constitute 


two types of cardiac which Dr. Mead 
discussed. 

Now. what to do. Dr. Mead insists rightly, that 
we must first make the diagnosis, and it seems to 
me that often we can avoid the emergency and its 
hazards if we keep our eyes open to the approach of 
heart failure. The early symptoms and signs of these 
two failure 


particularly emphasize. In 


types of therefore what I would 
the case of congestive 


failure these are breathlessness on effort, a rising heart 


are 


rate, cough, perhaps a little expectoration, dependent 


edema, a tender liver—and that is something that 


is often overlooked, in my experience. Perhaps a 
third of the heart cases in a large hospital come in 
because of symptomatology. The dif- 
ficulties of diagnosis will be obviated sometimes if 


abdominal 


we can find a reasonable cause for heart disease or 
reasonable evidence of heart disease; and the best 
evidence, in my opinion, is enlargement of the heart. 
It takes only a moment to palpate the point of 
maximal impulse, or the apex beat; and eniargement 
thus demonstrated is, to my mind, incontrovertible 
evidence of heart disease. 

The diagnosis of the anginal type of heart failure, 
of course, is made by the detection of pain on effort 
or, in the case of 
without 


coronary 
relation 


thrombosis, of lasting 
to effort, due to closure of 


part of the coronary tree. 


pain 
In my experience, ninety 
per cent of this anginal pain is midline pain, sub- 
sternal. It may or may not radiate; it may or may 
not appear to the patient to be threatening his life. 
There are, as Dr. Mead says, some bizarre pictures. 
For example, the other day I saw a man with acute 
thrombosis who gave an unusual history. A dog 
on his farm went wild, and he had to take it out to the 
woods and shoot it. That was a great shock, be- 
cause he liked his dog. In fifteen or twenty minutes 
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pain was felt on the ulnar aspect of both hands. 
At the rate of an inch or two a second, according to 
his description, it crept up his arms, then into his 
chest toward the sternum, until it met at the midline; 
and then he had the typical vise-like sensation. 

Morphin, of course, is a life-saving drug in 
patients both with thrombosis and with pulmonary 
edema. In regard to digitalis, I personally am strongly 
against its use in acute coronary thrombosis. In 
most cases of congestive failure my feeling is that 
the oral use of adequate doses of digitalis is 
usually sufficient for the emergency. One difficulty 
is that many of these patients have had seme digitalis 
before they are seen by you; Hence it is easy to 
overdigitalize, and in recent years there are not a 
few deaths reported from over-effect of digitalis. 

Happy is the patient, Sir Clifford Allbull said, who 
has a few bad habits; when he has heart disease, we 
can do a good deal for him. We can prescribe more 
rest; we can take a burden off his heart, when it is 
a matter of obesity or of the use of hard liquor or 
of too much smoking. Indeed, the vasoconstrictor 
effect of nicotine has now been well established. 
Then, by the use of digitalis, we can often maintain our 
patients in a state of circulatory equilibrium. 

I was much interested in Dr. Luken’s new book, 
“ The Clinical Use of Digitalis,” to find as his con- 
cluding statement Wenckeback’s observation that “a 
long life is too short to learn enough about this 
wonderful drug.” 


Dr. A. I. Josey, Columbia: 

Dr. Mead presented an extremely interesting and 
common disease, or series of diseases, in a concise, 
thorough, and clear manner. The thing which, in the 
few minutes that I have, I should like to discuss, is 
the differentiation of cardiac pain. The pain of angina 
and the pain of coronary occlusion may present it- 
self in the most bizzare ways. It does not have 
any particular location at all. As we all know, a 
large part of it is chest pain. Pain, however, may 
occur in the back, the neck, the jaw, down one arm 
or the other; and in a number of instances it is 
abdominal. 

As Dr. Mead has pointed out, the differentiation 
between anginal pain and the pain of coronary 
occlusion is quite important. The prognosis is quite 
different, and the treatment, of course, differs con- 
siderably. The patient with angina is the one who 
typically has the “arrest” appearance, stopping in his 
tracks, making no movements whatsoever. He knows 
that rest relieves his pain; he has usually had it 
before, and he has found that merely an instantane- 
ous period of rest for a short time will relieve it. 
He is the man with the bounding pulse, the pale face, 
and has a rather rapid heart action. The blood 
pressure is usually high but not necessarily so. 

In contradistinction from the man with angina, 
the man with coronary occlusion is very often rest- 
less. His pain is not relieved by being still, and 
consequentiy he may be writhing in pain. I have 


seen more than one case that was pacing the floor. 
The pain is of much longer duration, is not relieved 
by nitroglycerin, and in most instances requires 
large doses of morphin for relief. The pain tends to 
recur with a certain amount of rhythm; it is not 
a constant pain; I should like to express it in that 
way. The pulse in a man with coronary occlusion 
is often slow. The blood pressure is usually low. 
By keeping those facts in mind I have found it much 
easier to differentiate angina and coronary occlusion. 

I should like to repeat that I have enjoyed Dr. 
Mead’s paper immensely and should like to thank him 
for coming here and presenting it to us. 


Dr. Robert Wilson, Charleston: 

There are just one or two words of comment which 
I should like to make. Dr. Mead has covered the 
subject so thoroughly and so admirably that there 
is not a great deal left for us to say. 

I wish to emphasize one point, particularly. A 
great deal has been said about substernal pain, and 
it is important in diagnosis or differentiation, but 
we must remember that ail of these cases do not 
have pain. The pain varies tremendously both in 
character and intensity. There may be only a sense 
of tightness, or perhaps merely a sense of burning, 
as in a case I have seen recently in which the chief 
complaint was an intense burning in the chest. He 
died about eight or ten days after the original stroke. 
A most interesting case of mine had a severe pain 
in the region of his thyroid cartilage and died within 
a half hour. He complained of no other pain, and, 
incidentally, he had never had any indication of 
cardiac disease. His blood pressure had ranged from 
110 to 115 systolic, 60 to 70 diastolic. The autopsy 
revealed a thrombosis in the main branch of the 
coronary artery. 

Nutrition is fundamentally important in cardiac 
function, and I would therefore lay more stress than 
Dr. Mead appeared to lay upon the use of oxygen. 
The administration of oxygen, preferabiy by means 
of the tent, over a period of a few days is un- 
questionably of very great value. 

I also would emphasize the danger of digitalis, 
although a good many authorities consider it safe. 
In two cases I feel sure the sudden death of the 
patient was dependent upon ventricular fibrillation 
set up by large doses of digitalis. 


Dr. Mead, Closing the Discussion: 

I am very grateful to Dr. Zemp for bringing up 
some points in differential diagnosis which I did not 
have time to cover in the body paper. I heartily 
corroborate everything Dr. Gager said about the 
best treatment of these cardiac crises being their 
prevention. Unfortunately, that is not always pos- 
sible. Of two of the worst cases I have had recentiy, 
one came here from Canada on the advice of his 
physician, beacuse he had a little “nervous heart 
disease,” he said, and was paying too much attention 
to it. By the time he had driven a thousand or more 
miles to Florence he was thoroughly exhausted, had 
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terrific pulmonary edema, and was very nearly dead. 
The other case, a young lady, had the benefit of 
Christian Science treatment following an attack of 
rheumatic fever and had reached a state of extremis, 
also. Very often we see patients in these crises and 
have nothing to do with their prevention. 

I should like to thank Dr. Josey and Dr. Wilson 
for what they said about pain in the chest. Its lo- 
cation and character are not very diagnostic points. 
But I do say this; if you have any disturbance in the 
chest at all, just discomfort or a boring pain or 
anything of that sort, you had better suspect the 
heart before you suspect any other cause 
or some disease of the spine. 


neuritis 








CHRONIC HOARSENESS 
By 
E. W. CARPENTER, M. D., F. A. C. S. 
AND 
CARPENTER, M. D., B. S., A. B., M. S. 
GREENVILLE, S. C. 


WM. M. 


“The human voice has an individuality which 
eludes description. There is some quality about 
it which each person possesses which is peculiar 
to that person. Its quality may be impelling 
or repelling, persuasive or distrustful, soft, 
musical, alluring, harsh, etc. Whatever its 
quality is, it is individualistic. The human 
voice is produced by a wind instrument capable 
of exquisitely delicate adjustment, yet of sturdy 
endurance. The quality and inflections of the 
human voice can convey phases of the emotion 
which is beyond the power of the spoken word. 
This individuality of the voice is projected all 
through nature.” 

Hoarseness is used in this paper in the sense 
of an alteration in 
dividual. 

Hoarseness is a symptom and not a disease ; 
it is a frequent and casual symptom and often 
a foreboder of very serious results. Some- 
times the sequence comes with lightning-like 
rapidity, and at other times its seriousness is 
manifested only after patient persistent study. 

Dr. Chevalier Jackson has listed fifty (50) 
causes for hoarseness. In this paper we can 
only stress the importance of the symptoms and 
discuss a few of the most important causes 
of chronic hoarseness with especial reference 
to new growths. 


normal tone of the in- 
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The causes of chronic hoarseness may be 
divided into four groups; viz; (1) Inflamma- 
tory followed by hypertrophies and _ulcera- 
tions; (2) New Growths; (3) Neuroses; (4) 
Paralysis. 

A consideration of the first cause leads to 
the observation that most doctors when ap- 
pealed to for hoarseness dismiss the case with 
a diagnosis of laryngitis, for which they pre- 
scribe a gargle, a sedative, and a cough mix- 
ture, with instructions to return if not 
Seldom is the cause of hoarseness 
identified at first visit or the patient advised 
to stop or greatly limit the use of the voice, 
which is as prime a requisite as rest is for an 
inflamed joint. 


the 
relieved. 


The physician should never 
treat chronic hoarseness unless he can identify 
its cause. 
Anatomy—To the reason for 
hoarseness we must know the mechanism of 
speech. The larynx consists of the hyoid bone, 
to which are suspended the thyroid and the 
cricoid cartilages. The larynx begins at the 
upper the thyroid and ends 
These 
cartilages are so articulated that they have very 
free movement. ‘The vocal bands are attached 
to the anterior angle of the thyroid and to the 
arytenoids which articulate with the upper 
posterior margin of the cricoid. 


visualize 


border of 
at the lower margin of the cricoid. 


This cone- 
shaped aperture is lined with mucous mem- 
brane, functions through numerous muscles 
which produce tension, adduction and abduc- 
tion of the vocal cords. The larynx is held 
together by strong ligaments and reacts prin- 
cipally through the pneumogastric nerve. The 
correct approximation and vibration of the 
vocal cords are the basic necessity for normal 
speech. The expiratory air blast forcing its 
way past the keen edges of the vocal cords is 
set in motion by the vibrations of these cords. 
This plus the force and volume of the column 
of air, together with the length and tension of 
the vocal cords, determines the pitch of the 
sound. The pharynx, mouth, tongue, and 
sinuses determine the quality of the sound. 
When the vocal cords fail to function properly, 
hoarseness or a distorted voice results. 
Physicians should never prescribe for or dis- 
miss a case of hoarseness until they have 
exhausted every resource in perfecting a 
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diagnosis. In adults a mirror can be used, in 
children a direct speculum. 

The inflammatory group of causes include 
the acute infections, syphilis, tuberculosis with 
their sequence of infiltration, hypertrophies, 
and ulcerations. The acute infections fre- 
quently cause laryngeal inflammations with 
hoarseness as the result of swelling of the 
cords, the ventricle, and the subglottic space. 
We have never seen a chancre in the larynx, 
but secondary and tertiary lesions are frequent 
in the experience of every laryngologist. We 
still believe that the peculiar dark red color, 
deep infiltration, and raucous voice are at least 
suggestive of syphilis. This disease when seen 
in adults most often involves the deep tissues 
including the perichondrium and cartilages, and 
if not controlled results in extreme destruction. 
At times it is very difficult to identify pulmonary 
tuberculosis with involvement of the larynx. 
We see no reason why a primary lesion of the 
larynx could not occur under certain circum- 
stances, but many careful diagnosticians deny 
its presence. This disease has a preference for 
the posterior portion of the intrinsic larynx. 
We believe that the electric cautery is our best 
agent in dealing with these lesions, but one 
must have a large experience in its use to get 
ideal results. We have used the cautery snare 
in amputating the epiglottis, destroying gran- 
ulations and stimulating ulcers to heal. The 
art in its use consists in getting the correct 
amount of current in the applicator. 

Extensive laryngitis may be present with 
slight dysfunction of the cords, or the cords 
may be extensively involved with little involve- 
ment of the rest of the larynx. In considering 
the second division of causes (tumors) we 
again emphasize the wisdom of carefully seeking 
of the exact cause of a subacute, a chronic or 
recurring hoarseness. 

Diagnosis—Ofttimes it requires more than 
one sitting to thoroughly study a larynx, be- 
cause some throats are hyperesthetic, and some 
patients are psychotic, and an opinion should 
never be volunteered until it is based on careful 
observation and the use of all diagnostic aids 
necessary, including a biopsy if an ulecr or 
growth is present whose nature we can not 
vouch for otherwise. 

Syphilis, tuberculosis, new growths, and 


catarrhal inflammation are the most frequent 
causes of hoarseness in the adult. These may 
exist alone or in combination. At times it is 
impossible to be dogmatic in an opinion by in- 
spection, and for that reason a complete survey 
leading to a biopsy may be necessary. As a 
rule, syphilis prefers the anterior part of the 
larynx and tuberculosis the posterior portion, 
but this rule is not infallible. Early cancer is 
most frequently located in the intrinsic larynx 
on the corda or ventricular bands, and hoarse- 
ness is the ONLY EARLY SYMPTOM OF 
CANCER OF THE INTRINSIC LARYNX. 
The interior of the larynx has but slight lym- 
phatic connections, and malignant lesions as a 
rule give long and patent evidence of their 
presence by hoarseness. Pain is more evident 
in tubercular lesions. Every case of unexplain- 
ed hoarseness lasting more than a few weeks 
SHOULD BE CONSIDERED CANCER 
UNTIL PROVED OTHERWISE. 

Catarrhal inflammation of the cords some- 
times taxes one’s ingenuity in locating its 
etiology, and not only the help of the internist 
is required, but an astute laryngologist must 
exclude the nasal sinuses and the habits of the 
patient. Nasal drops originally prescribed for 
an acute sinus attack sometimes becomes a 
habit, and these substances flowing through the 
larynx excite and keep up a catarrhal condition 
and find a resting place in the lungs. This is 
particularly true in children. Just as upper 
respiratory pathology may cause involvement 


of the larynx, it is equally true that chronic 


suppuration below the cords, such as_bron- 
chiectasis and abscess of the lung, may excite 
and keep up a chronic laryngitis by bathing 
its structures in expelled pus. 

Malignant lesions, being so slow to become 
extrinsic, make it a huge reflection on doctors 
to permit development of so many hopeless 
cases of cancer of the larynx. 

Biopsy—Careful preparation should be made 
to meet any exigency which may arise. If the 
growth can be completely removed and the 
cautery applied, a cure may result. The path- 
ologist may report a low grade malignancy and 
the case can then be watched. There is much 
danger in putting too much confidence in the 
laboratory report of a biopsy specimen. It is 


not as easy to do a biopsy as it is to describe 
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one, and the possibility of an insufficient speci- 
men is always present. While the size of the 
specimen may appear to be generous, it is 
always possible that we may not have penetrated 
to or through the basement membrane. There- 
fore we should always try to assure the 
adequacy of our specimen. We prefer su- 
spension laryngoscopy under a general anes- 
thetic. With this method both hands can be 
used, deliberation practiced, and every part of 
the larynx can be manipulated without strain 
on the operator. Hemorrhage can be controlled 
with greater facility, and the operative field 
can be kept free from secretions and blood. 
Operators of wide experience have never 
observed a case where the delay caused by doing 
a biopsy complicated the situation or subjected 
the patient to greater risk. 
“Ref.” (3) 
surgeon with large experience in dealing with 


Precancerous lesions. “Every 
cancer of the larynx has seen cases that can be 
very properly classified as “precancerous,” how- 
ever faulty such a word may be from a purely 
scientific, view.” 
“Ref.” 


parently 


histologic point of 
(4) “It is not uncommon for ap- 
conditions in the 


benign larynx 


eventually to become malignant. I use the word 
malignant to cover all types of sarcoma and 
carcinoma in their varied manifestations and 
the apparently benign growths which eventuate 
in malignant processes. These, I am inclined to 
the start, the 
phenomena of frank malignancy being held in 


believe, are malignant from 
leash by some biologic factor yet unknown. 
Dr. Jackson speaks of them as premalignant, 
or precancerous—an excellent definition. My 
clinical experience in watching many apparently 
benign conditions progress slowly, at times very 
slowly, to frankly malignant conditions sug- 
gests that they may be more than premalignant 
and that somewhere in the structure concealed 
from the physical eye, malignant changes are 
active long before they become manifest. In 
other words, premalignancy may mean the initial 
stage of malignancy and a true part of it.” 
“The classification into the intrinsic and ex- 
trinsic, though based on location is fundamental- 
ly explained by lymphatic distribution. All 
of the lymph channels in the interior of the 
larynx empty into two nodes, no efferent vessels 
have ever been demonstrated leading out of these 
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nodes. For this reason intrinsic cancer is for 
a long time a strictly local process and as such 
yields a higher percentage of cures than is 
the 
A cancer of the larynx is considered 


obtained in visceral cancer elsewhere in 
body. 
intrinsic when it involves the vocal cords, the 
ventricular bands,or any part of the interior 
wall of the larynx. When the growth has ex- 
tended over the upper orifice of the larynx, 
involving the aryepiglottic folds, the posterior 
commissure, or the base of the epiglottis, the 
process is regarded as extrinsic. Intrinsic 
cancer of the larynx is curable in about eighty- 
two per cent of the cases if of limited extent.” 

“Extrinsic cancer of the larynx is curable by 
operation in probably not more than twenty- 
five per cent. In these extrinsic cases radiation, 
including the use of radium as applied by George 
FE. Pfahler and roentgen ray therapy by the 
Coutard technique, will yield as good results.” 


When 


done now for instrinsic cancer of the larynx, 


Operations for malignant growths: 


the mortality from the operation is probably 
not over three to four per cent. As the disease 
becomes more extensive, the failures increase. 
It requires exquisite judgment to know when 
to do a laryngofissure or a laryngectomy. 
Laryngofissure with its various techniques pre- 
serves more or less disfigured voice and a natural 
air way. All these cases should be watched 
carefully, always repeating a biopsy when 
doubt arises. Later a more radical operation 
can be done if the necessity arises. Laryngec- 
tomy has a final mortality of over forty per cent, 
due to late operations. 

Recent X-ray experiences seem to promise 
much. We have one case of No. Two Grade 
Carcinoma removed under suspension followed 
by careful application of cautery and Coutard’s 
method of X-ray treatment, which has been 
under obesrvation for two years with no return. 
Two biopsies of granulation tissue have been 
done with no malignancy. We have under 
observation one case of total laryngectomy for 
intrinsic grade three carcinoma involving the 
ventricle and cord on one side without the use 
of X-ray either before or after the operation. 
This case bore out our observation that healing 
of wounds was much more prompt when no 
X-ray had been used. This patient was out of 


the hospital in nine days, and the feeding tube 
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in esophagus was removed in three weeks. We 
are watching several cases from which benign 
growths have been removed. We believe that 
such cases should return and that routine studies 
should be done at intervals over a period of 
several years. 


After Care of Total Laryngectomy—Im- 
mediately following the operation the patient 
should be turned from side to side at short 
intervals and taught to cough gently by partial- 
ly blocking the tracheal opening with sterile 
gauze packs and gently compressing the pul- 
monary air. This helps to clear the trachea 
of mucus and prevents atelectasis. The 
tracheal opening should be covered with several 
layers of gauze wet with sterile water, or the 
air in the room should be saturated with steam. 
The dressings should be changed often enough 
to be kept clean. Suction apparatus and in- 
struments for removing excess excretions and 
scabs should be kept sterile and handy. Feeding 
should be abundant and well balanced and given 
through a large glass syringe forcing it through 
the small feeding tube. The upper trachea 
behaves differently in each case. The opening 
should be protected, and the patient should 
breathe the warm air next to the body. It is very 
desirable to carefully suture the skin to the 
tracheal mucosa, drawing the skin into its lumen. 
This prevents too large an opening and if the 
patient has a thin neck with redundant skin 
some what of a valve is formed and the tracheal 
mucosa is better protected and there is less 
tendency for the opening to contact. 


Types of Laryngeal Tumors treated by us: 
(1) Polyps; (2) Carcinomas grade 2; (3) 
Angiomas ; (4) Carcinoma grade 3; (5) Benign 
Hyperplasia; (6) Benign Papillomas; (7) 
Tubercular ulcers; (8) Fibromas; (9) Tuber- 
cular Tumors; (10) Tuberculoma; (12) Al- 
veola Carcinomas; (12) Cystic polyps; (13) 
Contact ulcers. 


Total laryngectomy is a serious precedure, 
involving the happiness and economic relation- 
ship of the individual, and should not be under- 
taken without adequate consultation. Cancer 
does not always appear as a discrete entity in 
a clear field: it may appear as a complication 
in an already diseased larynx. Cancer, syphilis, 
and tuberculosis have all been seen at the 


same time in a larynx. The diagnosis at times 
is exceedingly difficult. 

Moving pictures of (1) Biopsy under 
suspension ; (2) Total laryngectomy ; (3) Arti- 
ficial larynx in use; (4) Simplified technique 
for esophagoscopy and bronchoscopy. 
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DISCUSSION 


Dr. Thomas R. Gaines, Anderson, S. C. 

Dr. Carpenter has brought to us a subject of 
interest to the profession as a whole and has covered 
it so admirably that we can only stress some of 
the points already given. Since the family physician 
sees these cases first, it is his duty to know the 
possible serious consequences and to inform the 
patient. To one inexperienced in the use of a 
laryngeal mirror, the larynx is a hidden recess, and 
even the experienced larnygologist at times finds it 
tiresome and trying to properly examine this region. 
Frequent.y we see a case several times before we 
are satisfied that a thorough inspection has been done. 
In children, and occasionally in adults, the direct 
laryngoscope must be used, occasionally requiring a 
gencral anesthetic. 

Acute cases of hoarseness, including acute laryn- 
gitis, respiratory infection, and diphtheria, are 
usually disposed of in short time except when ac- 
companied by laryngeal stenosis, when special treat- 
ment may be required. It is persistent hoarseness 
which we wish to stress. In these cases of hoarse- 
ness which persist for six weeks or more there are 
three diseases which should first be ruled out; namely, 
cancer, syphilis, and tuberculosis. No time shou'd be 
lost in deterinining the etiologic factor, for either 
of these three will cause lasting, irreparable damage 
if left unchecked; yet all will respond to treatment 
if diagnosed early. Diagnosis is established by the 
history, by inspection of the larynx, blood and spinal 
Wassermann, sputum and chest examinations, and 
possible microscopic examination of tissue. 

Treatment of tubercular iaryngitis is that of pul- 
monary tuberculosis, possibly supplemented by the 
cautery. In syphilis of the larynx, anti-syphilis treat- 
ment is usually effective. In cancer, treatment is 
entirely dependent upon the stage of advancement. 
If in the early stages, laryngo-fissure; if moderately 
advanced, laryngectomy; if very advanced, X-ray 
and radium. 

Mention should be made of the fact that chronic 
hoarseness in children is usually due to laryngeal 
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papilloma, the treatment of which is removal through 
a direct laryngoscope. 





POSTOPERATIVE RECTAL INJECTION 
By 
IRWIN GRIER LINTON, M. D., CHARLESTON, S “%. 


The enema has many uses and abuses, the 
latter often outnumbering the former. As is 
the case with any good thing, there are always 
those who will abuse it ; as do the faddists who 
ardently believe that an enema will remove all 
dangerous poisons from the body—their victims 
being the stylishly constipated ladies, many of 
whom are neurotic and whose occupation is 
mainly sitting and sipping, who start with a 
small enema and end up with daily colonic 
irrigations. Often these give them great joy 
and satisfaction for a time, and delight no 
end the society doctor or quack who thereby 
gains the questionable pleasure of landing in 
Then 
there is the too frequent enema which makes 
a patient cry in alarm when there is a knock 
on the door. “‘Who’se there, friend or enema ?” 


a higher bracket income tax assessment. 


Lastly the beneficial injections given for either 
the effect on temperature, fluid balance, nu- 
trition, as a means of giving drugs, or to 
assist evacuation in cases of distention. 

In this brief discussion the retention enema 
as a means of restoring and maintaining fluid 
balance following operation is to be considered. 

With few exceptions all operations cause some 
upset in the fluid balance of the body. This 
varies greatly with the condition of the patient, 
the temperature of the operating room, the 
duration and extent of the operation, and also 
the skill of the operator. 
an immediate 


In major procedures 
postoperative intravenous or 
hypodermoclysis of one litre is recommended 
and indorsed by physician anesthetists, and med- 
ical consultants. When indicated, intravenous 
injections are superior in their rapid therapeutic 
effect upon the body. However, there are times 
when this method is not advisable, and there 
is always a risk associated with the introduction 
of a foreign substance into the vascular tree, 
small though it may be. With the poor private 
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patients the expense of this type of therapy 
if continued must also be considered. 

The subcutaneous injection of fluids is ef- 
fective, but unless novocaine is used it is pain- 
ful. At least it is disquieting to the patient 
and requires the constant attention of a nurse. 
Here again the danger is small, but sloughs 
have occurred, and I have seen one autopsy in 
which the solution was found in the pleural 
cavity. 

In most cases fluids cannot be given by mouth 
at once postoperatively, and often not for a 
day or more. Therefore in coming to a decision 
as to what postoperative routine to follow, the 
ability of the lower colon to absorb solutions 
offers a ready avenue of approach to the prob- 
lem of medication. 

The rectal injection has the advantage of 
being an unsterile procedure, and can be done 
only by a nurse or a good orderly. In relation 
to absorbability from the rectum it has been 
often stated that it stands very close to the 
intravenous and subcutaneous routes. Further- 
more, when drugs are added to the rectal in- 
jections, they are put into the general circula- 
tion without being filtered or altered by the 
liver, or stomach (3). 

The technique of giving the retention enema 
is important. The lateral position is best, with 
preferably the patient on the left side. Best 
results are gotten by using a catheter which 
is inserted 2 to 3 inches (5-7% cm) above the 
sphincter. The fluid should be at body temper- 
ature, injected slowly, and about 180-240 cc 
given. Some men who tie the appendix doubly 
with heavy chromic cat gut give a quart of 
solution on return from the operating room; 
however, the smaller amounts would seem to 
be more advisable. 

These retention enemas are advantageously 
given every four to six hours, for the first 
twenty-four to seventy-two hours postoperative- 
ly, depending on the rapidity with which fluids 
can be taken by mouth, and how well they are 
absorbed by the rectum. 

It has been found that for maximum absorp- 
tion the solution must be of such concentration 
that the osmotic pressure is from the gut to 
the tissue and not vice versa. A saline solution 
of half normal strength is found to be most 
readily absorbed, and a plain tap water enema 
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is better than the frequently used normal saline 
solution. 

lf drug therapy is desired, digitalis may be 
given. Reinhold made experiments on cats 
with a preparation of digitalis (digipurat) and 
found that the effect was the quickest after 
intravenous injection, the next most rapid with 
intramuscular injection, and the third in absorp- 
tion with rectal instillation. With oral adminin- 
stration the effect is very slow. For rectal ad- 
minstration, “Meyer recommends 1 cc. of 
digipurat diluted with 10 cc. of water and in- 
jected with a glycerine syringe into the rectum. 
This enema is given two or three times a day. 
Of course, the rectal injection can be combined 
This 


especially indicated in cases of long-lasting 


with the intravenous. combination is 
hepatic congestion, in which for external reasons 
an intravenous injection cannot be made. In- 
travenous injection is rejected because of the 
danger of thrombosis and embolism. Sedatives 
in solution can be given with the injection. 
Theoretically as a protective process for the 
liver, it would be advantageous to give glucose 
which is absorbed, when in dilute solutions, and 
carried largely to the liver.” 
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The cases in which this therapy is contrain- 


dicated are those in which there has been 
suturing of the colon, and also in gynecological 
cases in which the freeing of adhesions has 
caused a thinning of the rectal wall. 

Therefore it is advocated that we take ad- 
vantage of this simple means of maintaining 
Where 


sedatives, 


the fluid balance following operation. 


necessary, glucose, digitalis, 


and so on, may be added. The procedure is 
simple, not fraught with danger, inexpensive, 
and of unquestionable benefit to the patient. 
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THE OLD YEAR AND THE NEW 
With this issue Volume XXXIII of the 
Journal with its Index becomes history. From 


manv standpoints both the State Medical As- 
sociation and the Journal have had a successful 
year. The activities of organized medicine in 


South Carolina have been reflected by an in- 
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creased membership and enlarged programs in 


many of the constituent county and district 
The progress of the State Board of 
Health, which is the State Medical Association, 
has been phenomenal. 


societies. 


The expansion of the 
Medical College of the State of South Carolina, 
vur splendid Class A Medical School, has been 
encouraging. In other words, medical affairs 
in general in our State have been on the up 
grade and the interest along all lines inspiring. 

All of the officers of the State Association, 
including every member of the Council, have 
been most active by personal visitation, by cor- 
respondence, and by continued enthusiasm. Dr. 
L.. M. Stokes, President of the South Carolina 
Medical Association, has been untiring in his 
efforts to visit every section of the State before 
the year closes. This attitude on the part of 
our President has brought about a solidarity 
of purpose on the part of the membership 
generally. The plans for the Myrtle Beach 
Dr. O. 
B. Mayer, of Columbia, heads the Scientific 


meeting in 1938 are well under way. 


Committee again the coming year. 

While these comments concern South Caro- 
lina Medicine and in many respects make up 
an enviable record, when one looks beyond the 
the State 
factors on the horizon. 


borders of there are distressing 
Economic conditions 
have always been of real concern to the medi- 
cal practitioner, since for the most part the 
average doctor must live by his earnings from 
It seems clear that the field 
of private practice has been narrowed in many 


his daily practice. 


directions, and, of course, there is still the men- 
ace of possible further limitations by State Med- 
icine in some form. The vast majority of the 
active practitioners in the United States are 
members of the American Medical Association. 
and through their delegated bodies they have 
voiced in no uncertain terms their determination 
to make every effort to be the leaders in any 
form of modified practice proposed for the 
health of the American people. If this determi- 
nation can be carried out in its major aspects, all 
If this cannot be done, the 
unfortunate experiences of many other coun- 


should be well. 
tries may be our heritage. We are stepping 
out into the New Year with a bold courage and 
a hopeful feeling that nothing of a drastic 


nature will occur in the near future. 
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JOINT MEETING PEE DEE MEDICAL SOCIETY AND 
THE MARLBORO COUNTY ANNUAL MEETING 


For many years the outstanding medical 
event in South Carolina has been that of the 
New Year's meeting at Bennettsville. This 
dynamic refresher course in medicine and sur- 
gery draws an attendance from several Southern 
States, and early in January there will be a 
repetition of this program and in addition there 
will be the added attraction of the Sixth Dis- 
trict Association. It is expected that this ar- 
rangement will assure an attendance of one 
hundred and fifty or two hundred physicians. 
The scientific program provided at Bennetts- 
ville is always of keenest interest, and every 
doctor who has been honored by an invitation 
and attended the meetings has found an atmo- 
sphere of hospitality unsurpassed in the South. 
The annual banquet is another evidence of the 
cordial reception awaiting the visitor. 





PRINCIPLES AND PROPOSALS OT THE COM MITTEE 
OF PHYSICIANS 


Considerable interest has been aroused by 
a group of four hundred and thirty physicians 
from various sections of the country in a man- 
ifesto proposing ways and means for the im- 
provement of medical care in the United States. 
These principles come under four heads and 
the proposals under nine heads as follows: 


PRINCIPLES 


1. That the health of the people is a direct concern 
of the government. 

2. That a national public health policy directed 
toward all groups of the population should be 
formulated. 

3. That the probiem of economic need and the 
problem of providing adequate medical care are 
not identical and may require different approaches 
for their solution. 

4. That in the provision of adequate medical care 
for the population four agencies are concerned: 
voluntary agencies, local, state, and federal govern- 
ments. 


PROPOSALS 


1. That the first necessary step toward the realization 
of the above principles is to minimize the risk of 
illness by prevention. 

2. That an immediate problem is provision of ade- 
quate medical care for the medically indigent, 
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the cost to be met from public funds (local 
and/or state and /or federal). 

3. That public funds should be made available for 
the support of medical education and for studies, 
investigations, and procedures for raising the 
standards of medical practice. If not 
provided for, the provision of adequate medical 
care may prove impossible. 

4. That public funds should be available for medical 
research as essential for high standards of practice 
in both preventive and curative medicine. 

. That public funds should be made available to 

hospitais that render service to the medically 

indigent and for laboratory and diagnostic and 
consultative services. 

That in allocation of public funds existing private 

institutions should be utilized to the largest pos- 

sible extent, and that they may receive support 
so long as their service is in consonance with the 
above principles. 

. That public health services, federal, state, and 
local, should he extended by evolutionary process. 

. That the investigation and planning of the measures 
proposed and their ttimate direction should be 
assigned to experts. 


this is 


wn 


6. 


| 


of 


9. That the adequate administration and supervision 
of the health functions of the government, as 
implied in the above proposals, necessitates in 
our opinion a functional consolidation of all federal 
health and medical activities, preferably under a 
separate department. 


These proposals have been sent direct to 
the officers of medical societies throughout the 
country with an invitation for official considera- 
tion of them. At the recent Conference of 
Secretaries and Editors of State Journals held 
in Chicago a detailed dscussion was had of 
the matter. At this same time the Board of 
Trustees of the American Medical Association 
was in session and replied to the proposals ad- 
versely as published in an editorial in the Journal 
of the A. M. A. for November 27, 1937. Similar 
action is being taken by constituent societies of 
the A. M. A. in rapid order. One of the most 
emphatic of these reports has come in from the 
Ohio State Medical Association and is in line 
with the opposition voiced by the Trustees of 
the A. M. A. It is significant that, as pointed 
out by Dr. Robert Wilson, Dean of the Medical 
College of the State of South Carolina, in the 
News and Courier of November 28, 1937 that 
not a single South Carolina physician’s name 
appears on the above document. Dr. Wilson, 
speaking for himself, analyzes these principles 
and proposals in a very clear cut manner and 
warns of the dangers inherent therein to the 
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practice of medicine in this country if carried 
out. We have been so impressed with the stand 
taken by the Ohio State Medical Society that 
we quote herewith a summary of the same 
as follows: 


“It is the opinion of The Council of the 
Ohio State Medical Association that round- 
robin circularization of the profession by certain 
small groups within the profession will accomplish 
nothing toward an improvement of the quality and 
distribution of medical care, but, on the other hand, 
will tend to create confusion and misunderstanding. 
Official county, state, and national medical societies 
have done more to bring about improvements in 
the character and distribution of medical care than 
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any other single organization or group organizations 
and agencies. They will continue to use their best 
efforts to develop ways to provide the people of 
this country with competent and adequate medical 
care and to readjust the distribution of medical 
service so that the best interests and welfare of the 
people will be These organizations— 
county, state, national—have facilities with 
which to and have within 
their membership men entirely competent to analyze 


safeguared. 
and 
investigate conditions, 
the data assembled and formulate constructive ways 
of trying to meet health and medical problems. They 
are functioning, and will continue to function, along 
these lines, making propaganda campaigns similar to 
those undertaken by “The Committee of 
Physicians ” and other unofficial un- 
necessary and impracticable.” 


groups, 





DERMATOLOGY AND SYPHILOLOGY 





BY J. R. ALLISON, M.D., CoL_umBiA, S. C. 





THE SULFANILAMIDE FAD AND 
THE SKIN 


By 
J. VAN DE ERVE, JR., M. D., CHARLESTON, S. C. 


When any new drug is advertised as widely, 
and used as widely, with as little clinical knowl- 
edge of its reaction, as has been the drug, sul- 
fanilamide and its compounds, caution is 
needed. The author has long campaigned 
against the ill-advised use of the two-edged 
sword, arsphenamine, in treating chronic boils. 
The same must now be said for the use of 
sulfanilamide in any except the clean-cut acute 
streptococcic infections, accepting perhaps its 
use in gonorrhea also. 

The usual reports of toxic manifestations 
are pouring in to the publications. It is well, 
then, to review what is known of the cutaneous 
manifestations. 

Cyanosis of the mucous membranes and, to 
a lesser extent, of the whole cutaneous surface, 
was early reported and its danger somewhat 
minimized, though transfusions have been neces- 
sary in a few cases. Likewise jaundice, with 
its attendant yellowish discoloration of the 
skin, has been fairly frequent. 

Toxic erythema has been reported in a few 
cases. In a personal communication from a 
urologist, the occurrence of several cases of 
erythema multiforme of the nodosum type have 


been reported. Another case of eczematous 
reaction with diffuse reddening, oozing, weep- 
ing, and crusting has been seen in my practice. 


A case has recently been reported in the 
A. M. A. 


photosensitizing action of the drug. A patient 


Jl. which suggests the possible 


with gonorrhea under heavy medication with 
sulfanilamide was exposed to the hot sun 
for some hours during his daily work and 
woke up the next morning with an acute urti- 
cardial eruption of the angioneurotic type with 
swelling of the face and eyelids, and choking 
sensations in the throat. This disappeared on 
cessation of drug and exposure. 

While it is too early to list authoritatively 
the cutaneous reactions to the drug, attention 
is called to their existence. In any case of 
dermatitis coincident with the administration 
of sulfanilamide, the possibility of a causal 
relationship should be considered. It is well, 
also, to call attention to that fact that over- 
enthusiastic reception of the drug as a causal 
factor in these eruptions must be discounted. 
Some of the reported reactions may have oc- 
curred in their natural incidence without re- 
lation of any kind to the fact that a new drug 
was taken. 

In conclusion, we feel that until more is 
known, the drug should not be used in ordinary 
dermatoses except where a clear-cut strepto- 
coccic etiology is demonstrated. 
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SURGERY 





WM. H. PRIOLEAU, M.D., F.A.C.S., CHARLESTON, S. C. 





“THE TREATMENT OF HERNIA” 


In the Annals of Surgery of September 
1937, there is a symposium on hernia which 
contains a great deal that is of interest. It 
appears to be a very critical and unbaised con- 
sideration of the treatment of hernia. It is 
disappointing in that it shakes our faith in 
some procedures which are quite generally 
accepted. On the other hand, it is heartening 
in that it brings evidence to bear that most 
herniae are best treated by adhering to the 
well established simple principles formulated 
by Halsted forty-five years ago: gentle hand- 
ling of tissues and leaving behind a minimal 
amount of the least irritating foreign material. 

Dr. C. G. Burdick and Dr. B. L. Coley, of 
New York, report on their personal experience 
in the injection method of treating hernia in 
66 patients with 99 herniae. The work has 
undertaken with great care for the purpose of 
determining whether it should be used at the 
Hospital for the Ruptured and Crippled in 
New York. Several solutions were used, and 
all found to be of about equal value. ‘There 
were comparatively few sequelae; the method 
seemed reasonably safe. The immediate re- 
sults were encouraging ; however, in 47 out of 
56 cases a definite relapse was noted after a 
few months. At the time of writing only 11 
cases were apparently cured, and 9 of these 
were still wearing trusses. It is their belief, 
based upon conditions found at operation, 
that it is extremely difficult to deliver the solu- 
tion to the exact spot needed to obliterate the 
sac, and even when the solution does cause a 
temporary proliferation that obliterates or 
marks the impulse, this tissue reaction gradually 
absorbs or diminishes until a state is reached 
approximately that which existed prior to the 
injection—resulting in a relapse. Their results 
were so unsatisfactory that they have definitely 
decided to abandon this method of treatment. 

Dr. Burdick and his associates report on the 
use of the fascial suture in the repair of hernia. 
In these cases the incidence of infection was 
higher than it should have been, and they were 


unable to reduce it appreciably. To some ex- 
tent it was explained by failure on their part 
to employ the same meticulous technic as did 
Dr. Gallie. In many patients that were re- 
operated upon, slight evidence of the fascia 
used could be found, and they were forced to 
conclude that many of these sutures were 
eventually absorbed—contrary to the results 
of experiments reported by Gallie and Le- 
Mesurier. There were two deaths from hemor- 
rhage. In one case the deep epigastric artery 
was injured, and the hemorrhage not noticed 
until the sac on the other side was opened; in 
the other the femoral vein was injured, and 
though the vein was ligated, the patient died 
from shock. These two deaths emphasize the 
danger of using the large needle. 

In 975 following operations there were 284 
or 29.1% recurrences. Of these, 107 developed 
in less than one year, and 177 in more than one 
year. The percentage of recurrence was 
distinctly higher in cases in whom ox fascia 
was used. For the past two years these authors 
have been using the silk technic, except in a 
few unusually large ventral herniae, in which 
they use a pedicled fascial flap. Except in the 
type of cases just referred to, they believe that 
they can give the patient a better chance of 
a permanent cure with silk than with fascia. 

Dr. William Barclay Parsons reports on a 
large series of cases of hernia repair at the 
Presbyterian Hospital in New York. In 1930 
they adopted the silk technic, whereas there- 
tofore they had used chromic catgut. With 
catgut there was 12.7% recurrence in 244 
cases; with silk 3.5% recurrence in 458 cases. 
The author thinks that these statistics definitely 
prove the superiority of the silk technic over 
the use of chromic catgut. He emphasizes 
that the silk technic is not merely the substitu- 
tion of silk for catgut, but it is the careful 
following of the operative technic promulgated 
by Halsted, namely delicacy in manipulation 
of tissues, sharp dissection, use of fine silk, 
and leaving behind of the minimal amount of 
the least irritating material. 
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PATHOLOGICAL CONFERENCE, MEDICAL COLLEGE OF THE 
STATE OF SOUTH CAROLINA 
KENNETH M. LYNCH, M. D., PROFESSOR OF PATHOLOGY 
Case of Dr. Cannon Course: Temp. generally normal or subnormal, 


ABSTRACT NO. 344 (39278) 
October 1, 1937 


Student McBrearty (presenting abstract) : 

A 26 year old Negro male, odd job laborer, ad- 
mitted March 14, died May 2. 
Onset of 
mission with cough, cold, fever; a doctor said he 


History : illness 1 month before ad- 
had “flu.” Dyspnoea followed this and became gradual- 
ly worse, with orthopnoea. About the 
pain “under the heart” developed, and pain in the 


back “from sitting up too much.” About 1 


same time, 


week 
later face became puffy. Chronic cough has persisted 
since onset of illness, and has spat blood several 
times. Gradually became worse for the two weeks 
before hospital admission, although facial puffiness 
Never any swelling of ankles. Nose- 


became less. 


bleed two weeks before admission. Had Neisserian 
denied lues. 


wrist, lasting 1 


infection, but Had “cramp” in right 
week, 5 yrs. Drank 1-2 


whiskey per week. 


ago. pts. 

Examination: Well nourished negro, quite ill. 
Temp. 96.4, pulse 124, resp. 40, B. P. 208/85 (about 
equal in two arms). Pupils round, fail to reach to 
light, react well in accommodation. Ears, nose, mouth 
neg. Thyroid not Visible 
both sides of neck and in suprasternal notch. No 


paipable. pulsations in 
tracheal tug. Chest expansion good and equal; few 
fine rales in bases of lungs, no other abnormal find- 
ings. Mediastinum widened to Heart: 
Apical impulse in 5th interspace, 44%” from mid-line. 


Marked precordial 


percussion. 
pusation, palpable thrill over 
whole precordium. To-and-fro murmurs over mitral 
and aortic areas; aortic murmurs transmitted down 
left border of sternum. Fine papular rash over ab- 
Soth 
No edema of 


domen, no organs or masses _ felt; tympanitic. 
tibiae bowed forward and outward. 
extremities. 


Lab: Urine (4 exams) Sp. Gr. 1.038-1.024; alb. 
3-4 plus; sugar and acetone neg; casts not noted 
on Ist 2 exams, 2-3 plus on last 2 exams leuk. 8-25 
per HPF; RBC O; urobilin 2-4 plus. Blood (3 
exams) Hb. 65%; RBC 3.8 mill.; WBC 7,450 on 
Ist exam. 29,100 on 4-30; polys 73% on Ist exam. 
96% on 4.30; cell volume 49% (uncorrected). 
Sedimentation rate (4/21) 35 mm. in 1 hr. Blood 
Kolmer and Kline neg. (2 exams). Urea N. 25 
on 3/15, 20 on 4/19; total serum proteins (4/22) 
5.76 gms. serum alb. 1.89 gms. serum glob. 3.12 gms. 
EKG (3-16) marked left axis deviation, T-waves 
positive afl leads, occasional premature ventricular 
contraction. X-ray of chest (3/30). 


elevated to 104.2 on 4-28, with afternoon rise on 2 
following days, subnormal on last two days. Pulse 
generally 90-120, always above temp. on chart. Resp. 
generally 24-36, slightly elevated for last few days. 
Pain, sleeplessness, and dyspnoea continued despite 
digitalis and sedatives. Cough persisted, with oc- 
casional blood-tinged sputum. No changes in heart 
sounds noted after admission. Palpitation very an- 
noying at times. Developed generalized anasarca a 
few days before death. On 4-28 basal rales were 
increased, but “chest shows no signs of pneumonia.” 
On 4-30 coughed up black, bloody, mucoid sputum 
and complained of pain in both shoulders. BP tended 
to fall end (abut 180/80). Dyspnoea 
became more severe and patient died on 5-2. 

Da. Cannon (conducting): Mr. Gressette, will you 
open the discussion? 


towards the 


Student Gressette: This young negro male has a 
diastolic area, a widened 
mediastinum and a large pulse pressure. The blood 
Kolmer and Kline are negative, but I understand that 


he had received several 


murmur over the aortic 


“shots,” altho that was ap- 
parently not recorded on the chart. Those 
may or may not have been for lues. 


“shots” 
The symptoms 
which have been interpreted as “flu,” when there was 
some blood-tinged expectoration, may well have been 
the onset of congestive failure. The puffiness of the 
eyes and the urinary findings are suggestive of ne- 
phritis, but do not necessarily prove it, since they may 
be part of congestive failure. 

I think this man had an aortic insufficiency of 
luetic origin, and that he died of congestive failure 
and pneumonia. 

Dr. Cannon: Do you think that a “few shots” are 
sufficient to make the Biood Kolmer and Kline 
negative in a case of cardio-vascular syphilis? 

Student Gressette: I think that it is possible that 
they have that effect. 

Dr. Cannon: Don't you think it is worth while to 
consider some other background for the illness? 

Student Gressette: I don’t think it necessary to go 
much further. Possible endocarditis may have been 
a backgoround for the aortic insufficiency. As for 
nephritis, the urinary findings might fit either an 
acute or chronic stage. If it were an acute nephritis, 
I would expect some red blood cells in the urine. The 
lowering of the total serum protein and the reversal 
of the albumin globulin ratio tend to suggest glome- 
rulonephritis rather than effects on the kidney from 
the congestive heart failure. 

Dr. Cannon: How do you exp'ain the heart pain? 

Student Gressette: The pain is probably a mani- 
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fastation of heart failure, and indicates ventricular 
strain. 

Dr. Cannon: How does the increased sedimentation 
rate fit in? 

Student Gressette: It may be a result of the dis- 
turbance of the blood plasma as illustrated by the 
lowered plasma proteins. I don’t think that it can be 
explained on the basis of late syphilitic infection. 

Dr. Cannon: You believe that the patient had 
syphilis of the aortic valve with insufficiency and 
died of congestive heart failure and pneumonia. 

Mr. Mathias, what do you make of the case? 

Student Mathias: I think the case is mainly one of 
syphilis of the aortic valve with insufficiency, but I 
think that there many have been some narrowing 
of the coronary ostia to bring on the rather rapid 
heart failure. 

I think that rheumatic infection must also be con- 
sidered, since it can also give aortic insufficiency. 
That usually gives stenosis as well as insufficiency, 
and with stenosis such a high pulse pressure as we 
have here would be unlikely. 

I believe that the kidney findings indicate an actual 
glomerulonephritis, following on the respiratory in- 
fection. The drain of the albumin from the circula- 
tion which occurs in globerulonephritis may we.l 
explain the reversal of the albuminglobulin ratio and 
the lowering of the serum protein. 

I believe that the pain under the heart was a touch 
of pleurisy, and that the bloody mucoid sputum in- 
dicated chronic passive congestion of the lungs. 

Dr. Cannon: Just what sort of a heart lesion do 
you visualize to give a to-and-fro murmur at the 
aortic and mitral areas? 

Student Mathias: I think the lesion is aortic in- 
sufficiency. Both systo:ic and diastolic murmurs at 
the mitral area are not uncommon in aortic insuf- 
ficiency. 

Dr. Cannon: You don’t think that leutic infection 
is apt to cause disease of the mitral valve? 

Student Mathias: I have heard that syphilis can 
affect the mitral valve, but it must be very rare. 

Dr. Cannon: Mr. Hembree, what do you think 
of this case? 

Student Hembree: I agree with syphilitic aortitis 
and aortic insufficiency, with dilatation of the aortic 
ring as well, as the background for the murmurs. 
The heart was considerably enlarged, and I think 
that the mitral murmurs were probably a result of 
dilatation of the mitral ring. 

I think that the Wassermann could easily be 
negative, in this the tertiary stage of syphilis; I 
don’t know whether a few shots could make it 
negative, however. 

Dr. Cannon: How do you exclude rheumatic in- 
fection? 

Student Hembree: I can’t really exclude it. The 
cramp in the wrist may have been a manifestation 
of rheumatic fever. He is a relatively young man 
for syphilitic heart disease. And of course aortic 
insufficiency may result from rheumatic infection, 


either with or without mitral valve disease. In the 
light of the many murmurs heard, one could not 
say, too, that there was no disease of the mitral 
valve. 

Dr. Cannon: What do you make of this X-ray 
of the chest? (demonstrating film) 

Student Hembree: The heart appears to be en- 
larged, and the aorta is widened, but there is nothing 
remarkable that I can see there. 

Dr. Cannon; Dr. Kelly, do you care to discuss 
the case? 

Dr. W. H. Kelly: The age of this patient is some- 
what against luetic valvular disease, as that usually 
develops ten or more years after the primary in- 
fection. Of course there are exceptions. | think that 
this man has hypertension, however, and that might 
well explain the dilatation of the aorta which we 
can see on the X-ray. The reversed albumin and 
globulin ratio in the serum may well be mere’y 
the result of the congestive failure. 

Dr. Lynch: We have here a case of aortic in- 
sufficiency which is not based on syphilis. In this 
part of the country, aortic insufficiency is frequent- 
ly considered as almost pathognomonic of syphilis, 
because of the rarity of rheumatic infection here. 
On that account, if I had to analyze this case ciini- 
cally, I believe I would have diagnosed syphilitic 
heart disease in spite of the negative Kolmer and 
Kline, altho | have a great deal of faith in those 
tests. 

This man_ had _ hypertensive cardio-vascular 
disease. Dr. Kelly is the only one who has discussed 
this case that noted that. In simple aortic insufficiency 
of luetic orgin, the pulse pressure becomes great 
because the diastolic pressure falls markediy, and 
the systolic pressure rises .In this case the diastolic 
pressure remained about normal, which suggests that 
before the development of insufficiency of the aortic 
valve it was much higher. 

There was no syphilis of the aorta, but there were 
two transverse ruptures of the inner components of 
the aortic wall, just above the commisures of the 
aortic valve, which would result in a dropping down- 
ward of the valve cusps during diastole, and an in- 
sufficiency. As a background for this tearing of 
the aorta, there is a rather remarkable necrosis of 
the aortic media, quite localized to the region of 
the tears. (Demonstrating microscopic slides). Here 
you can see the aorta in the region of the intimai 
tears which brought about insufficiency. The media 
is remarkably disrupted, the elastic tissue being 
particularly affected. Here and there are small col- 
lections of collagenous material, surrounded by 
large round cells which are quite suggestive of the 
Aschoff bodies of rheumatism. There is also marked 
fibrosis of the myocardium, again without definite 
Aschoff bodies, but in excess of what we usually see 
in hypertension unless the coronary arteries are 
affected (and they were not appreciably affected in 
this case). 

This combination of fibrosis of the myocardium, 














and peculiar ceilular collections in the aorta make 
rheumatism a strong possibility, but in the absence 
of valvular lesions of rheumatic character it is im- 
possible to make that diagnosis definitely. One must 
remember, too, that the sections we are showing you 
from the aorta are taken after the tear occurred, 
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and healing has begun to take place; they may be 
merely an unusual appearance in the healing aorta. 
Dr. Kelly: Was this a fresh tear? And was there 
any dissection? 
Dr. Lynch: No, the tear was not fresh, and there 
was no appreciable dissection. 
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JANE TODD CRAWFORD 
(Excerpts from sketch written by Mrs. T. R. 


W. Wilson, Greenville, S. C.) 


Jane Todd Crawford, the courageous patient, 
and Ephraim McDowell, the surgeon! These 
two great names are inseparable, for their lives 
linked in the most heroic event of a 
period of medical experiments. 

Mrs. Crawford Rockbridge 
County, Virginia, 1763. 
is very little known of her parentage. 


were 
was born in 
There 

Her 
father, Samuel Todd, was sheriff of Botetourt 
County, Virginia. Jane was second eldest of 
six daughters and two sons, all of whom mar- 
ried and moved 
Kentucky. Jane and § 


December 23, 


the mountains to 
Sarah, a younger sister, 


across 


migrated to Indiana about 1817. 
Jane 


was married to Thomas Crawford, 





January 9, 1794, by the Rev. Sam Houston. 
Eleven years later they moved to Kentucky and 
settled near Greensburg, the county seat of 
Green County. Here five children were born to 
the Crawfords—all before the eventful opera- 
tion. No children were born after the operation. 
The records show the children were like their 
parents, respected citizens. The oldest son be- 
came a minister and served the Presbyterian 
Church at Graysville, Indiana. Jane Crawford 
spent her last years with him. She died in 1842 
at the age of 79—thirty two years after the 
operation. Her tombstone is standing four miles 
from the village in Johnson Cemetery. Her 
youngest son, Thomas, was Mayor of Louis- 
1856-60. When Jane Crawford was 46 
years old she believed herself to be pregnant. 
Two physicians, puzzled by her pecular illness, 
called a young practitioner, Dr. Ephraim Mc- 
Dowell, into After a thorough 
McDowell told Mrs. Craw- 
only hope for relief was the 
excision of an ovarian tumor. He told her he 
was ready to risk his reputation and perform 
Mrs. Craw- 
ford told him she was willing to submit to 
his judgment. Mrs. Crawford traveled on 
horseback, her abdomen suffering injury from 
the pommel of the saddle, 60 miles to Danville, 
Dr. McDowell’s residence, for the operation. 
Dr. McDowell, James 
McDowell, prepared for the operation. Mrs. 
Crawford was placed on a crude table, dressed 


ville, 


consultation. 
examination, Dr. 
ford that her 


an experiment if she were willing. 


assisted by his nephew, 


in her usual attire when the incision was made 
in the abdomen and 15 pounds of a “dirty 
gelatinous looking substance” 
from the ovary. 


was removed 
Then the sac, which weighed 
pounds, was extracted from the Fallopian 


tube. “As soon as the external opening was 
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made, the intestines rushed out upon the table, 
and so completely was the abdomen filled by 
the tumor that they could not be replaced during 
the operation,” which lasted about 25 minutes. 
After the operation Mrs. Crawford was put 
to bed. Five days later, Dr. Dowell visited her 
and was astonished to find her making her bed. 
In 25 days she returned to her home in good 
health and lived 32 years longer. The operation 
was performed before the discovery of an 
anesthetic. Nothing was known to deaden the 
senses of that brave woman. It is said that 
her courage and faith were shown by her 
repetition of the Psalms during the operation, 
while men held down her arms and legs to 
restrain the involuntary muscles as the surgeons 
worked. 

Do we realize our indebtedness to Jane Todd 
Crawford? 


noble woman die, or will we flaunt her valor 


Will we let the memory of this 


before our children and our children’s children 
with the Jane Todd Crawford Memorial? We 
establish memorials for our war heroes, our 
political statesmen, or inventors, but what have 
we done in memory of a courageous woman 
whose facing death has meant life for many 
. « Dr. McDowell per- 
formed many abdominal operations after Mrs. 


of our loved ones? . 


Crawford’s without losing a patient. He died 
in 1830 from “inflammatory fever,’ which 
was probably appendicitis. A stately granite 
monument has been erected to Dr. McDowell 
in recognition of his worth to medicine . 

For Jane Todd Crawford? When the monu- 
ment was dedicated to the Dr. 
McDowell, Dr. S. D. Gross of Philadelphia 


said, ““All honor to the heroic woman who with 


memory of 


death staring her in the face, was the first to 
submit calmly and resignedly to what certainly 
was at the time a surgical experiment. ‘To her, 
too, let a monument be erected, not by the 
Kentucky State Medical Society or by the 
citizens of Kentucky but by the suffering 
women who with her example before them 
have been the recipients of the inestimable boon 


of ovariotomy with a new lease of their lives 


and with immunity from subsequent distress. 
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I know of no greater example in all history of 
heroism than that displayed by this noble 
woman in submitting to an untried operation.” 
This statement was made 58 years ago, and the 
glory of Mrs. Crawford is still unhailed. In 
1928 the first definite step was taken to create 
a Jane Todd Crawford Memorial Fund at the 
annual meeting of the Woman’s Auxiliary 
of the Kentucky State Medical Association. 
What a thrill comes to any woman as she is 
called to a noble task knowing in her heart 
that she is ready! We are ready. How should 
we do it? Your Chairman is convinced of the 
great necessity of a definite plan to honor this 
great pioneer woman. 





JANE TODD CRAWFORD MEMORIAL 
BED IN COLUMBIA HOSPITAL 


At the mid-year meeting of the Executive 
Board Committee of the Woman’s Auxiliary 
to the South Carolina Medical Association the 
Board decided to place a bed in the Columbia 
Hospital, Columbia, S. C., for indigent women, 
to be known as the “Jane Todd Crawford 
Memorial Bed.” 





COLUMBIA MEDICAL AUXILIARY 
MEETING 


An the Columbia 
Medical Auxiliary was held at the home of 


interesting meeting of 


Mrs. Earle Boozer, Tuesday morning, Novem- 
ber 2, with about 50 present. The President, 
Mrs. Emmett Madden, presided. Reports from 
the various chairmen were given and plans for 
the year discussed. 

After the business program, a social hour 
was enjoyed, during which delightful refresh- 
ments were served by the following assistant 
hostesses: Mrs. B. D. Caughman, Mrs. Kirby 
Shealy, Mrs. M. Mostellar, Mrs. I’on Weston, 
Mrs. Charles Epting, Mrs. P. V. Mikell, Mrs. 
senjamin Rubinowitz, Mrs. James B. Watson, 


Mrs. C. 


I. Oxner, and Mrs, Herbert Dove. 
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OBSTETRICS AND GYNECOLOGY 





J. D. GUESS, M.D., GREENVILLE, S. C. 


——_——<>__—_—_ 


QUERIES AND ANSWERS 
Query: What are the signs of placental 
separation? X. Y. Z. 
The 


separation is a trickle of blood from the vagina. 


Answer: first evidence of placental 
This is followed by an upward movement of 
the that it 


at, or more usually somewhat above, the um- 


uterine fundus, so comes to lie 


bilicus. The fundus becomes globular, firm, 
and somewhat flattened above, so that someone 
button-like. This is in 
contrast to the shape of the fundus before 


has described it as 
placental separation, where it is wide and rather 
flattened from before backward. 

The position of the placenta in the lower 
uterine segment causes a fullness above the 
symphysis, which is easily seen if the bladder 
is empty and the patient not too fat. 

Query: Is it good practice to administer 
ergot or pituitrin in labor before the expulsion 
of the placenta? X. Y. Z. 

Answer: Whether or not it is a safe pro- 
cedure to administer either pituitrin or ergot 
before the end of the third stage of labor de- 
pends upon one important factor; namely, 
whether or not the doctor is able to recognize 
when separation of the placenta has occurred 
and whether he stands ready to promptly bring 
about its expulsion by simple manual expression. 
Placental separation occurs in the majority of 
cases within the first five minutes after expul- 
sion of the child, and is largely or wholly pro- 
duced by uterine retraction and contraction. 
However, after separation, the placenta moves 
wholly or largely down into the lower uterine 


segment. Pituitrin causes tetanic contraction 


of the uterine fundus, and as the placenta does 
not wholly lie below the fundus, a portion of 
it may be grasped by the fundal muscle and 
imprisoned, making early expulsion difficult 
or impossible. However, as soon as separation 
has occurred and the placenta is expelled by 
simple manual expression, such grasping can 
not occur. 
Ouery: How does one differentiate between 
placenta accreta and simple retained placenta? 
oe oF 4 
Answer: The differentiation between pla- 
centa accreta and retained unseparated pla- 
centa is not possible without intrauterine exam- 
ination. Retained separation placenta is more 
easily differentiated from placenta accreta. In 
case the placenta has separated, the signs of 
There 


will be a history of some uterine bleeding, and 


placental separation will be present. 


of lengthening of the portion of unbilical cord 
hanging out of the vagina. If the cord is gently 
tugged upon, the impulse will not be transmitted 
to the fundus as it will if the placenta is still 
attached. 

In the case of nonseparation of the placenta, 
after a wait of two hours, the hand should be 
carried into the uterus, using careful asepsis, 
and an effort make to strip the placenta from 
its attachment to the uterine wall. Ordinarily a 
cleavage plane will be found easily. If diffi- 
culty is encountered, no such plane of cleavage 
being found, necessitating a tearing away of 
the placenta, further efforts at removal should 
be discontinued. It is then advisable to diagnose 
the condition as placenta accreta, and subject 
the woman to hysterectomy. 
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ORTHOPEDIC SURGERY 





AUSTIN T. MOORE, M. D., COLUMBIA, S. C. 





THE USE OF INTERNAL FIXATION IN 
TREATING FRACTURED BONES 


In the last issue of the Journal we discussed 
skeletal traction. The subject of skeletal fixa- 
tion for this month seems a fitting sequel. 

There has been a great deal of controversy 
in the past quarter of a century regarding this 
subject. Following the visit of Sir Arbuthnot 
Lane, at which time he read his epoch-making 
address on bone plating, a wave of enthusiasm 
for the internal fixation of fractures swept 
this country. The Lane “no-touch technique” 
was described and recommended, and beautiful 
results were reported. Dr. Charles Scudder at 
that time warned the profession that there 
would be many disasters as a result of un- 
skilled surgeons attempting to do this very 
difficult technical procedure. ‘This prediction 
proved to be true. Many broken bones were 
plated with the result that there were many 
cases of operative infection, delayed infection, 
loose fixation, nonunion and various other types 
of complications. Many of us have seen pa- 
tients with osteomyelitis, numerous discharging 
sinuses, adjacent joint infection, stiffened joints, 
withered limbs, general debility from prolonged 
sepsis, and other serious sequelae of the im- 
proper use of internal fixation. Illnesses have 
been greatly prolonged, limbs have been sacri- 
ficed by amputation, and lives have been lost 
as the result of poorly planned surgery in 
fracture cases. 

So, as time went on and more and more 
reported bad result cases found their way into 
the literature surgeons realized more and more 
the seriousness of open reduction and internal 
fixation. There were many more factors to 
consider than the simple mechanical ability to 
cut down on fragments and fasten the bones 
together. The age of the patient, general 
physical condition, risk of surgery, operative 
approach, shock of operation, condition of the 
part at the time of operation, preliminary prep- 
aration, time for operation, etc., all had to be 
considered. Besides this, one must be technical- 
ly skillful, have capable and trained assistants, 


have access to the necessary surgical armamen- 
tarium, and work in an institution where asepsis 
and operating room technique is controlled 
as perfectly as possible. Surgeons without the 
advantages of all these prerequisites and with- 
out the natural ability to do good aseptic sur- 
gery soon learned to their sorrow, and some- 
times horror, that open reduction of fractures 
could not be undertaken lightly. The wave of 
enthusiasm began to die, momentum was lost, 
and the pendulum began to swing in the op- 
posite direction. 


The fault was not considered to be in the 
operative procedure itself, but blame was laid 
to the type of internal fixation. Instead of the 
original Lane plate, another type of plate was 
used. Wire of various metals was recommended. 
lvory, beef bone, cow horn, and other materials 
have been introduced with the idea that instead 
of remaining as a foreign body it would be 
slowly absorbed. Kangaroo tendon, heavy cat 
gut, and braided silk was used as suture ma- 
terial rather than non-absorbable silver wire. 
Ordinary stove pipe or iron wire has been 
recommended because of the fact that it would 
he slowly absorbed in time. The autogenous 
bone graft was introduced and possessed the 
especial advantage that the fixing material 
actually grew into and became a part of the 
recipient bone. But all grafts did not work. 
It was found that there is a tremendous dif- 
ference between medullary grafts, inlay grafts, 
and onlay grafts. Also there developed the 
question of osteoperiosteal grafts and chip 
gratts and whether or not rigid fixation is 
necessary for proper healing in grafted cases. 
More recently stainless steel has been intro- 
duced, and its property of being non-corrosive 
and non-irritating has been recommended. One 
may purchase stainless steel wire which is very 
strong but very pliable and non-elastic. 


Still there existed danger of internal fixation, 
and various pins and screws have been intro- 
duced to take the place of plates. In many 
instances special nails, screws, bolts, or pins 
have their advantages. This is particularly true 





in 
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in hip, olecranon, and condyle fractures. 

The pendulum of opinion continued to swing 
away from internal fixation with plates to the 
extreme opposite position. Surgeons have 
boasted of their conservative treatment of 
fractures, their policy of taking care of almost 
all fractures by the closed reduction method, 
and the fact that they have not used a bone 
plate in years. These same men have seen their 
bad results develop and have seen the need of 
open reduction in certain cases. The pendulum 
has more recently begun to swing again toward 
the operative treatment, and I feel that we are 
nearing the middle ground and more proper 
attitude for obtaining best results over a long 
period of time. Skeletal traction and pin fixa- 
tion in plaster with pins above and below the 
site of fracture has been used frequently. The 
fracture may or may not need incision to secure 
proper reduction. Non-union or delayed union 
has frequently followed this procedure and is 
due to imperfect coaptation with imperfect 
immobilization of fragments. Fragments may 
easily be held apart by pin fixation incorporated 
in plaster. 

One cannot expect to obtain perfect results 
in any field of endeavor; so in the treatments 
of fractures there will always be some un- 
fortunate outcomes. The middle ground is 
probably the safest ground. Most cases can 
and should be handled conservatively by closed 
methods. It is unquestionably a big mistake to 
have a routine way of handling any type of 
fracture, and especially to make it routine to 
do an open reduction on certain classified 
fractures. Every fracture case should be in- 
dividualized. Some will need an open reduc- 
tion to obtain maximum result with minimum 
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loss of time, suffering, and expense. This 
should be objective in each instance, There 


are good methods and faulty ones, but fre- 
quently the fault lies in the hands of the 
surgeon. The operator is more frequently wrong 
than is the operation. 


A particular method should not be condemned 
because one surgeon may not find it successful 
in his own hands. The best method is the one 
that gives the best results in the hands of that 
particular surgeon. That most cases can be 
handled by closed reduction or by some of the 
simpler methods of fixation is unquestionable. 
However, in some fractures a bad result is 
certain unless there is perfect reposition of 
fragments and complete immobilization by in- 
ternal fixation. Sherman and Wagner, of Pitts- 
burg, have done a great many open reductions 
with internal fixation by means of the Sherman 
plate or with screws. In a personal interview 
I was told that they had only had one case 
of operative bone infection in a clean case in 
the past twenty years. That is a record to be 
proud of and one that proves the treatment 
safe if used properly. It is my opinion that 
when internal fixation is necessary, it should 
unhesitatingly be used under the proper pre- 
cautions. ‘The type of fixation should be strong 
and one which will hold the fragments perfectly 
immobilized in good position. If the fixing 
material is buried deep under muscle, if it is 
firmly fixed in place and there is no sign of 
local inflammation, local irritation, or of bone 
absorption, then it may remain in situ indef- 
initely. Routine removal of modern internal 
fixation material has no place in the treatment 
of fractures. 
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SOCIETY REPORTS 





COASTAL MEDICAL SOCIETY 
MEETING 


The Coastal Medical Society met September 
16, 1937, at St. George, S. C. The meeting 
was called to order by the President and the 
minutes of the previous meeting read and ap- 
proved. In order to increase our attendance 
and interest in the meetings, and to discuss 
certain business items, Dr. Stokes wrote a 
personal letter to physicians in the coastal ter- 
ritory, urging them to attend. Because of this 
we had a very good attendance. 

It was suggested by several members that | 
read the following statement regarding dues. 
Yemassee, S. C., July 20: Due to the past 
financial record of the society, a motion was 
made by Dr. Richard Johnston that we assess 
each member $10.00 per year. This to include 
dues, pay for dinners, etc. Following a dis- 
cussion this was unanimously approved. 

Due to the fact that so few of our county 
medical societies are active and that a larger 
organization would give more enthusiastic meet- 
ings with more profitable programs, Dr. Stokes 
suggested the advisability of chartering our 
Coastal Medical Society and discontinuing our 
county medical societies. This was thoroughly 
discussed. After referring to the By-Laws of 
the S. C. Medical Association and being advised 
by the State Board of Councilors that our 
representation in the State Medical Association 
would remain the same ; and that each county 
would be free to withdraw at any time, if they 
so desired, and reorganize independently, Dr. 
Stokes asked that we give the matter thorough 
consideration at our county meeting so that we 
could continue the discussion and _ probably 
reach some conclusion at our next meeting. 


Resolutions of sympathy in memory of our 
beloved friend and brother physician, the late 
Dr. P. M. Judy, were read by Dr. J. B. Johnston. 
Dr. Johnston made a motion that a copy of 
the same be sent to the family and to the S. C. 
Medical Journal for publication. This motion 
was seconded and approved. 


Dr. Tupper extended an invitation to the 
Society to come to Summerville for our next 
meeting, on October 25, which was accepted. 


Following the business discussion, a very 
interesting motion picture on forceps delivery 
was enjoyed by all. The meeting adjourned, 
followed by dinner at Bird’s Hotel. 
Respectfully submitted, 
A. Richard Johnston, Secretary 





COASTAL MEDICAL SOCIETY 
In Memorian 

Whereas it has pleased our Father in his 
infinite wisdom to call to his heavenly home 
our beloved friend and brother physician, Dr. 
P.M. Judy, of St. George, S. C. 

Be it resolved, That we, the members of the 
Coastal Medical Association, express our 
sincere grief at his passing ; 

That, while we are deeply grieved, we re- 
joice that his character and life were such as 
to give inspiration to all those who came in 
contact with him; 

That his Christian influence and unselfish 
devotion to his profession, his friends, and 
his family, inspire us to live fuller and richer 
lives. He will be greatly missed from our 
meetings ; 

That we extend to the bereaved family our 
deepest sympathy and pray God’s blessings to 
comfort them in their great sorrow; 

That a page in the minutes of our Association 
he dedicated to his memory and a copy of these 
resolutions be sent to the family, and published 
in the South Carolina Medical Journal. 

L. M. Stokes, M. D. 
J. B. Johnston, M. D. 
A. Richard Johnston, M. D. 





MINUTES OF THE REGULAR MEET- 

ING OF THE MEDICAL SOCIETY OF 

SOUTH CAROLINA, TUESDAY EVEN- 
ING, OCTOBER 12TH, 1937 AT 8:30 
O’CLOCK AT ROPER HOSPITAL 


The meeting was called to order by the 
President, Dr. W. A. Smith. Thirty seven 
members and the following guests were present : 
Drs. Kredel, Kelley, Cockrill, Boone, G. D. 
Johnson, Kalayjian and Kinard, of the Medical 
College ; Dr. H. C. Robertson, Dr. Wingate M. 
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Johnson of Winston-Salem, N. C. The minutes 
of the meeting of June 22nd, 1937, were read 
and approved. 

Letters of application for membership from 
Drs. R. J. Baker and Geo. D. Johnson were 
read, and were referred by the President to 
the Board of Censors. 

The Society then voted upon the name of 
Dr. Henry C. Robertson, Jr., who was unani- 
mously elected to membership. 

Dr. Robert Wilson, Jr., reported briefly upon 
the status of the Credit Bureau. 

Dr. W. Atmar Smith then read the Report 
of the Alston Bequest and certain letters from 
Mr. M. Rutledge Rivers. Dr. Lynch made a 
motion that Mr. Rivers’ opinion be accepted, 
and later withdrew this motion after consider- 
able comment by Dr. Mood and Dr. Buist, who 
disagree with Mr. Rivers. Dr. Buist moved 
that the Report be received as information and 
not adopted. This motion was passed. 

Dr. L. A. Wilson made an annuncement to 
the Society that he had discontinued his private 
practice. 

Dr. A. E. Baker stated that the Kiwanis 
Club of Charleston was desirous of presenting 
a respirator which would be available in any 
of the hospitals or in private homes. Dr. Buist 
made a motion that the Society commend the 
offer of the Kiwanis Club and that the offer 
be accepted. The President requested Dr. Baker 
to inform the Club of this action. 

The Secretary read a letter from the South 
Carolina State Nurses Association concerning 
the change from 12-hour to 8-hour duty. This 
was received as information. 

Dr. Lynch then introduced Dr. Wingate M. 
Johnson, of Winston-Salem, N. C., who de- 
livered an interesting address on the subject, 
“The Physician in Literature.” 

Thereafter the President expressed the thanks 
of the Society to its guest, and the meeting 
adjourned. 

Respectfully submitted, 
J. I. Waring, M. D., Secretary 





RIDGE MEDICAL SOCIETY MEETING 


The Ridge Medical Society met the eighteenth 
of October, 1937, at seven thirty o’clock, p. m. 
with a fair attendance. 
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Dr. Wise reported a case of a white man 
who was severely burned as a result of at- 
tempting to remove a ground wire from an 
electric line post. 

Dr. Brunson reported a case of rheumatism 
which was apparently cured by taking sul- 
fanilamide. 

Dr. E. P. Taylor presented a eulogy on Dr. 
D. B. Frontis which was unanimously adopted, 
a copy of which appears in another part of the 
Journal of the S. C. Medical Association. 

Dr. W. M. of Ruffin, 
interesting and instructive paper on peptic ulcer. 
De. <.. 
instructive paper on peptic ulcer and exhibited 
a number of X-ray pictures which illustrated 
various their 
30th of these papers were highly enjoyed and 


Bennett, read an 


3rown, of Walterboro, also read an 


tvpes and sizes and locations, 
approved. 

Supper was served in the Rutland Hotel. 
Reverend Mr. Westervelt, who is operating 
a school for children of missionaries at Sum- 
merland College, was our guest for supper 
and made a short talk about his work, etc. 

The Ladies Auxiliary met with Mrs, A. L. 
Ballinger and had an interesting and enjoyable 
meeting. 


W. P. Timmerman, M. D., Secretary 





MINUTES OF THE REGULAR MEET- 

ING OF THE MEDICAL SOCIETY OF 

SOUTH CAROLINA, TUESDAY EVEN- 
ING, OCTOBER 26TH, 1937, AT 8:30 
O'CLOCK AT ROPER HOSPITAL 


The meeting was called to order by the Presi- 
dent, Dr. W. Atmar Smith. 
members and the following guests were present : 
Dr. E. L. Bishop, of Atlanta; Dr. J. H. Hoch, 
Drs. Kinard, Kelley, Cockrell, C. D. Johnson, 
and Kalayjian, of the Medical College. The 
Minutes of the meeting of October 12th were 
read and approved. 


Thirty six 


A letter of application for membership in 
the Society from Dr. John A. Boone was read 
and referred to the Board of Censors. 

A letter was read from the Secretary of the 
Durham-Orange County Medical Society (of 
North Carolina) stating that Dr. W. H. Kelley 
was a member in good standing, whereupon 
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Dr. Kelley was unanimously elected a member 
of this Society. 

The Board of Censors reported favorably on 
Drs. Robert J. Baker and George D. Johnson, 
who were also unanimously elected to member- 
ship. 

Dr. Robert Wilson made a report on the 
approaching Founders Day celebration at the 
Medical College. 

The Secretary read a letter from Mr. J. D. 
Saumenib, Manager of the Radio Station 
W CSC, asking if the Society would under- 
write a series of weekly health talks. This 
was discussed by Dr. John F. Townsend and 
Dr. Beach, and a motion was passed that the 
Society undertake the suggested program. The 
Chair appointed a committee consisting of Dr. 
Peery, as Chairman, Dr. Chamberlain, and Dr. 
J. M. Van de Erve. 


SCIENTIFIC PROGRAM 


The President then introduced Dr. E. L. 
Bishop, of Atlanta. 

The first paper on the program was presented 
by Dr. Thomas M. Peery on “The Present 
Day Treatment of Carcinoma of the Cervix.” 

Then the paper, illustrated with lantern slides, 
was given by Dr. Bishop on the subject, “Some 
Phases of the Cancer Problem.” 

These papers were discussed by Dr. Lynch. 

The President then thanked the guest speaker 
for his contribution, and the Society adjourned. 

Respectfully submitted, 
J. I. Waring, M. D., Secretary 





DR. D. B. FRONTIS 
IN MEMORIAM 
THE RIDGE MEDICAL ASSOCIATION 
The members of The Ridge Medical As- 


sociation desire to go on record as expressing 
profound sorrow over the death of Dr. D. B. 


Frontis, who was for many years a faithful, 
stimulating, and most helpful member of our 
group. In fact, he was a charter member and 
ex-officer and also an honorary member. 


We do not attempt to express our sorrow 
over his loss and our appreciation of his beauti- 
ful life in a set of formal resolutions; for Dr. 
Frontis was far too great a man, in the truest 
sense of the word, to be summed up in any 
set of resolutions. A voluminous book would 
be required even to touch upon his noble virtues 
as a man and as a pysician. His life was a 
jewel-chest of virtues. 

Dr. Frontis was a true Southern gentleman— 
the noblest and finest type of gentility that 
the world has produced. He was a great 
gentleman to his finger-tips and to the center 
of his heart. He was, indeed, a classic in 
Southern gentility. 

Dr. Frontis was learned in his profession and 
true to its highest ideals and traditions. Always 
motivated by an exalted sense of duty and of 
love, he nobly ministered to his fellows with 
the utmost skill that he possessed. People loved 
him; and people do not love a human machine, 
no matter how efficient that machine may be. 
While Dr. Frontis was a truly scientific phy- 
sician, abreast of the times in medical lore, he 
was vastly more than that. Everywhere that 
he went on missions of healing and mercy, he 
carried with him the divinely bestowed gift 
of the true artist, in graciousness of personality, 
in tenderness of voice, in winsomeness of man- 
ner, in insight, in compassion, in understanding. 
sy whatsoever name it may be called, Dr. 
Frontis possessed in high degree that beautiful 
something that declares to all the world that 
man is made in the image of God. 

The earth is a holier place because the faith- 
ful feet of Dr. Frontis trod its soil. 


FE. P. Taylor, For Committee 
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BOOK REVIEWS 





THE MANAGEMENT OF FRACTURES, DIS- 
LOCATIONS, AND SPRAINS: By John Albert 
Key, B. S., M. D., St. Louis, Mo. Clinical Professor 
of Orthopedic Surgery, Washington University 
School of Medicine; Associate Surgeon, Barnes, 
Children’s and Jewish Hospital; and H. Earle Con- 
well, M. D., F. A. C. S., Birmingham, Alabama, Con- 
sulting Orthopedic Surgeon to the Tennessee Coal, 
Iron & Railroad Company, and the Orthopedic and 
Traumatic Services of the Employees’ Hospital; 
Associate Orthopedic Surgeon to the American Cast 
Iron Pipe Company; Attending Orthopedic Surgeon 
to the Crippled Children’s Hospital, St. Vincent’s 
Hospital, South Highlands Hospital, Hillman Hos- 
pital, and Children’s Hospital, Birmingham, Alabama. 
Member of the Fracture Committee of the American 
College of Surgeons, American Academy of Ortho- 
pedic Surgeons, and the Advisory Fracture Com- 
mittee of the American Medical Association. Second 
Edition. Price $12.50, St. Louis. The C. V. Mosby 
Company 1937. 

The publication of the 
immediate 


first volume met with 
and the present revision has 
taken care of a rapidly advancing interest in the 
treatment of fractures of every description both by 
the generai practitioner and by the specialist. ‘This 
is a volume of twelve hundred and forty six pages. 
In all such books the illustrations are very necessary 
in order that the reader may follow the texts in 
the most intel.:igent manner. 


success, 


The authors have seen 
to it that this need is met in a satisfactory manner. 





CRIPPLED CHILDREN: THEIR TREATMENT 
AND ORTHOPEDIC NURSNG: By Earl D. 
McBride, B. S.. M. D., F. A. C. S. Assistant Pro- 
fessor of Orthopedic Surgery, University of Okla- 
homa School of Medicine; Attending Orthopedic 
Surgeon to St. Anthony Hospital; Associate Ortho- 
pedic Surgeon to Oklahoma City General and Wesley 
Hospitals; Visiting Surgeon to W. J. Bryan School 
for Cripp:ed Children; Chief of Staff to Reconstruc- 
tion Hospital, Oklahoma City, Okla.; Member of 
American Academy of Orthopedic Surgeons. In 
Collaboration with Winifred R. Sink, A. B., R. N. 
Educational Director, Grace Hospital School of 
Nursing, Detroit, Michigan; Formerly Head Nurse 
of James Whitcomb Riley Hospital of the Indiana 
University Group; Instructor of Nurses, Indiana 
University School of Nursing; Educational Director, 
General Hospital, Mansfield, Ohio. Second Edition. 
Price $3.50, St. Louis. The C. V. Mosby Company 
1937. 

The appeal of crippled children has never been 
so much in the limelight as it is at the present 
time, and justly so. This book is particularly in- 


tended for the nurse in charge of orthopedic cases. 
The illustrations are good and the book is up to date. 





AN INTRODUCTION TO DERMATOLOGY: By 
Richard L. Sutton, M. D., Sc. D., LL. D., F. R. S. 
(Edin.), Professor of Dermatology, University of 
Kansas School of Medicine, and Richard L. Sutton, 
Jr.. A. M., M. D., L. R. C. P. (Edin.), Instructor 
in Dermatology, University of Kansas School of 
Medicine. Third Edition. Price $5.00. St. Louis, The 
C. V. Mosby Company, 1937. 

This book has enjoyed an extensive revision by 
an author well known throughout this country. It 
would appear to be much more than an introduction 
to the subject in hand for, it is a book of six 
hundred and sixty six pages with many hundreds of il- 
lustrations. In no field of medicine is there a greater 
challenge for diagnostic ability. In the field of 
allergy alone the physician meets with many difficult 
problems, and the field is growing at a tremendous 
rate. It would seem to be wise for the general 
practitioner to purchase a new book on Dermatology 
rather frequently to keep up with the trends in 
recent years. This book would seem to meet such 
a need. 





PSYCHIATRIC NURSING: By William S. Sad- 
ler, M. D., Chief Psychiatrist and Director, The 
Chicago Institute of Research and Diagnosis; Con- 
sulting Psychiatrist to Columbia Hospital, In col- 
laboration with Lena K. Sadler, M. D., Associate 
Director, The Chicago Institute of Research and 
Diagnosis; Medical Director, the North Side Rest 
Home; Attending Physician, Columbia Hospital and 
the Women and Children’s Hospital, and Anna B. 
Kellogg, R. N., Member American Nurses Associa- 
tion; Chief of Nurses, The Psychiatric Clinic of the 
Chicago Institute of Research and Diagnosis; In- 
structor in Psychiatric Nursing, The North Side 
Rest Home. Price $2.75. St. Louis, The C. V. Mosby 
Company, 1937. 

The marvelous advances in the care of the mentally 
sick individual have much to do with the nursing 
of these patients. The training schools for such 
nurses have become outstanding in the special type 
of training they provide. This book is well written 
and gives a satisfactory back-ground for this type 
of nursing care. 





OBSTETRICS FOR NURSES: (Eleventh Edition) 
By Joseph B. DeLee, A. M., M. D., Professor of 
Obstetrics and Gynecology, Emeritus, University of 
Chicago ; Consultant in Obstetrics, Chicago Lying-in 
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Hospital and Dispensary; Consultant in Obstetrics, 
Chicago Maternity Center, and Mabel C. 
kk. N., Chief Supervisor and Instructor in the Birth- 


Carmon, 


rooms, Chicago Lying-in Hospital and Dispensary. 
Eleventh Edition, Revised and Reset 659 pages with 
292 illustrations. Philadelphia and London: W. B. 
Saunders Company, 1937. Cloth, $3.00 net. 

Any book to run through eleven editions must 
have merit. This volume has long been a classic. 
It comes from one of the great centers for obstetric 
teaching. The illustrations are unusually good; and 
while it is a book on nursing care in obstetrics, the 
physician will find in it much in the way of practical 
suggestions applicable to his practice. 





THE BUSINESS SIDE OF MEDICAL 
PRACTICE: By: Theodore Wiprud, Executive Sec- 
retary of the Medical Society of Milwaukee County ; 
Lecturer in Medical at the Marquette 
University School of Medicine. 177 pages with 21 
illustrations. Philadelphia and London: W. B. 
Saunders Company, 1937. Cloth, $2.50 

Whether he wishes to be a business man or not 


Economics 


net. 


in modern times, the physician has been forced to 
take much of the customs of the 
world in order to live. In other words, the economic 


over business 
pressure on the physician has become of paramount 
importance. Much has been written about the 
physician being a poor business man, but that is a 
debatable point. No other profession or trade for 
that matter donates so much in the way of services 
on a free basis as the doctor. It would seem, there- 
fore, that he must be a pretty good business man to 
live as well as he does when he gives away so much 
of his time and often of his means. Many books 
have been written about this phase of medical practice, 
and in some medical schools lectures are being in- 
troduced along this line. This book is the outcome 
of a considerable opportunity on the part of the 
author to study the doctor as a business man. The 
information contained is quite worth-while especial- 
ly for the young physician. In addition there is a 
very good resume of practical points for the physi- 
cian to consider in his many relations to the public. 





MANUAL OF CLINICAL AND LABORATORY 
TECHNIC: By Hiram B. Weiss, A. B., M. D., F. A. 
C. P., Associate Professor of Medicine, College of 
Medicine, University of Cincinnati, Cincinnati, Ohio; 
and Raphael Isaacs, A. M., M. D., F. A. C. P., 
Associate Professor of Medicine, Assistant Director 
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of the Thomas Henry Simpson Memorial Institute 
for Medical Research, University of Michigan, Ann 
Arbor, Mich. Fifth Reset. 141 
Philadelphia and London: W. B. Saunders Company, 
1937. Cloth, $1.50 net. 

Manuals are 


Editian, pages. 


both the medical 
student and the practising physician. Some of them 
are too brief to be of much help and others are too 
comprehensive. It appears to be difficult to produce 
a book these This volume 
would seem to have accomplished this purpose very 


serviceab:e for 


and avoid extremes. 


well. 





EMOTIONAL ADJUSTMENT IN MARRIAGE: 
Mon Clark, M. S., M. D., 
Obstetrics and Gynecology, University of Illinois 
College of Medicine. Price $3.00. St. Louis. The C. V. 
Mosby Company. 3525 Pine Blvd. 1937. 


The general subject discussed in this book has had 


3y—s Le Assistant in 


much publicity in recent years, too much, in fact, 
in the public press and by books of all sorts and 
oiten without any guidance on the part of the medical 
profession. It would that 
thoroughly trained physicians only be the leaders as 
contributors to this highly significant 
life. 


seem to be desirable 
function of 
This book has been presented by a specialist 
our well known schools of 


and teacher in one of 


medicine. 





THE TRAFFIC IN HEALTH: By Char‘es Solo- 
mon, M. D., Assistant Clinical Professor of Medicine, 
long Island College of Medicine; Lecturer in Materia 
Medica, Training School for Nurses, Jewish Hos- 
pital of Brooklyn, author of Pharmacology, Materia 
Medica and Therapeutics, Prescription Writing and 
Formulary, The Art of 
Navarre Publishing Company, 
Street, New York City. 


‘ ‘age 
Price $2.75. 


43rd 


Prescribing. 
Inc., 10 East 
The collossal sums of money spent in the domain 
of which this book treats is amazing. Part of this 
situation from the 
book brings 


comes, of 
This 
place an epitome of most of the available information 
extant at the present time about these matters. It 


course, great 


together in 


power 


of advertising. one 


seems reasonabie that such information should go 
far towards creating a stop and look sentiment on 
the part of the American people. This country has 
just been through with a tragic experience resulting 


from the freedom with which powerful drugs are 
dispensed and even purchased over the counter by 
the layman without scientific approval. 
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